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Both Pyribenzamine and Antistine are effective antihistaminics and 


both are relatively free of side reactions. 


A trial of these two drugs, determining which is most effective for the 
individual patient, will produce a far higher percentage of cases 


relieved than is possible with any single antihistaminic. 


Even in vasomotor rhinitis Cone of the more refractory conditions) this 
method has relieved 90.2 per cent of patients.’ This far surpasses 
any previously reported response to antihistaminic therapy. 


1. FriepLAENDER and FRiEDLAENDER: Ann. of Allergy, 6: 23, 1948. 
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FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 
for the purpose of making available a concise and authoritative presentation of 


the current progress, trends, and attitudes in all branches of surgery. Compiled 
from every dependable source, this plan covers all state, national, and special journals 
as well as the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but 
without sacrificing any essential detail, these highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon the summar- 
izing their own clinical experiences as well as those of other recognized authorities. All 
data are classified and published under the following headings: 


1. Anesthesia and Analgesia 20. Mediastinum 39. Gynecologic Surgery 
2. Preoperative and Post- 21. Heart 40. Vascular Surgery 
operative Therapy 22. Esophagus 41. Arteries 
3. Surgical Technic 23. Breast 42. Veins 
4. Surgical Infections 24. Diaphragm 43. Orthopedic Surgery 
5. Tumors 25. Abdominal Surgery 44. Fractures 
6. Neurosurgery 26. Abdominal Wall 45. Dislocations 
7. Skull 27. Hernia 46. Bones 
8. Brain 28. Peritoneum 47. Joints 
9. Spine and Spinal Cord 29. Stomach and Duode- 48. Tendons 
10. Peripheral Nerves num 49. Amputations 
11. Sympathetic Nervous 30. Small Intestines 50. Traumatic Surgery 
System 31. Appendix 51. Burns 
12. Head and Neck 32. Colon and Rectum §2. Shock 
13. Oral Surgery 33. Intestinal Obstruction 53. Transfusions 
14. Plastic Surgery 34. Anus 54. Wounds 
15. Thyroid and Parathyroid 35. Liver and Biliary 55. Military Surgery 
16. Thoracic Surgery Tract 56. Experimental Surgery 
17. Chest Wall 36. Pancreas 57. Miscellaneous 
18. Pleura 37. Spleen 58. Book Reviews 
19. Lung 38. Genito-Urinary Surgery 59. Announcements 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each classifi- 
cation, immediately following the abstracts, there will be published references to current 
articles not abstracted. 


The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D., Department of Surgery 
University of Washington, Seattle 5, Washington 
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1. ANESTHESIA AND ANALGESIA 
Anesthesia in the Surgical Treatment of Bronchiectasis 
The Use of Curare in Anesthesia 
References to Current Articles 


2. PREOPERATIVE AND POSTOPERATIVE THERAPY 
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Late Reactions to Metallic Foreign Bodies 


Hypotension Induced by Arteriotomy, Using Page’s Technic, an Aid in Surgery. 
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Report of a Case 
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i Anesthesia and Analgesia 


ANESTHESIA IN THE SURGICAL TREATMENT OF BRONCHI- 
ECTASIS. 


L. H. Mousel, George Washington University School of Medicine, 
Washington, D. C. New England J. Med. 238:148-50, Jan. 29, 1948. 


Bronchoscopy should not be done in patients with bronchiectasis im- 
mediately before operation since most of these patients become poor anes- 
thetic subjects. The patient becomes disturbed emotionally, and bleeding 
from the tracheobronchial tree is not unusual. Small amounts of preanes- 
thetic medication are given two hours before operation. Anesthesia is 
induced with Pentothal given intravenously. Nitrous oxide and oxygen 
(75:25 per cent) are given for a few minutes to decrease reflexes from 
the pharynx and larynx. Ether is slowly added to the system and Pento- 
thal is given until the patient is in light surgical anesthesia. The trachea 
is then intubated with a Magill endotracheal catheter with an inflatable 
cuff. The cuff is inflated with air just to seal the airway. Two 15 gage 
needles are kept in the veins, usually at the ankles. One is connected to 
whole blood, and the other is reserved for rapid replacement therapy. The 
patients are placed in the lateral position and maintained in light third 
stage, first-plane anesthesia. Respirations and eyeball movements are 
watched. Before entering the pleura, a 5 to 6 mm. positive pressure is 
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built up on the anesthesia system and is released after the pleura is opened. 
The lung is decompressed slowly. The tracheobronchial tree is aspirated 
frequently with a 45 cm. catheter (from a Wangensteen stomach tube). 

If diaphragmatic movement suddenly changes to a rapid and jerky 
type, obstruction or mediastinal flutter has developed, and the tree is aspir- 
ated immediately. If jerky movements persist, a small positive pressure is 
established to raise the mediastinum. Every half-hour during operation. 
the operation is halted while the unoperated lobes are reexpanded. The 
cuff is decompressed several times to minimize the danger of pressure 
necrosis. All blood loss is replaced as the loss occurs. After the diseased 
area is removed, the tracheobronchial tree is thoroughly aspirated. The 
remainder of the lung is reexpanded slowly. Enough pressure to maintain 
reexpansion is used until all layers of the chest wall have been closed. The 
pressure is reduced if the blood pressure suddenly decreases, with a fading 
pulse volume and increased pulse rate. The patient is turned on his back 
after the chest is closed, water bottles are attached to the drainage tubes, 
and bronchoscopy is done. Oxygen is passed down the bronchoscope during 
the bronchoscopic procedure. The bronchoscope is withdrawn if there is 
cyanosis, severe change in pulse or blood pressure. Chest roentgenography 
is done directly after bronchoscopy, and repeated during the first four or 
five days. If postoperative atelectasis or tracheobronchial obstruction de- 
velops, bronchoscopic aspiration is indicated. 


THE USE OF CURARE IN ANESTHESIA. 
John J. Bonica, Tacoma General Hospital, Pierce County Hospital 


and Madigan General Hospital, Tacoma, Wash. West. J. Surg. 56:20-25, 
January 1948. 


One of the most important advancements in anesthesia in recent years 
is the introduction of curare as a relaxing agent during anesthesia. Its 
use makes possible optimal operating conditions with minimal disturbance 
to the physiology of the patient. 

The fundamental basis for its clinical use is its ability to produce 
selective paralysis of the skeletal musculature. The muscles innervated by 
met cranial nerves are the first and the respiratory muscles are the last 

» be affected. With therapeutic doses during anesthesia the diaphragm 
is often not involved. The mode of action is by blocking the motor im- 
pulses at the myoneural junction. It has no effect on the sensory fibers or 
the central nervous system. Therefore, it is not considered an analgesic 
or anesthetic. The drug is given intravenously or intramuscularly, the 
former method being preferred in anesthesia because its immediate action 
facilitates evaluation of its effects, thus favoring better control of the 
patient. When given intravenously, it has a maximal effect in from two to 
ten minutes, and its action persists for twenty to thirty minutes. It may 
be used as an adjunct to inhalation and intravenous anesthesia, and 
certain instances with regional anesthesia. Cyclopropane has been the anes- 
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thetic of choice to use with curare, although it also has been used with 
ether, nitrous oxide and ethylene and pentothal. The usual dose with gen- 
eral anesthesia is 40 to 60 units (2 to 3 ce.) as initial dose and subsequent 
doses of 20 to 30 units (1 to 14% ce.) until the desired effects are obtained. 
Ether has a curare-like action and therefore it is recommended that when 
curare is used with it the dosage should be reduced by one-third. 

Curare may be used in conjunction with local anesthesia, and whenever 
the effects of spinal anesthesia disappear before the operation is finished. 
It may also be used as an aid in laryngoscopy, bronchoscopy and esopha- 
goscopy. It must be reemphasized that it is not an analgesic and therefore 
whenever doing endoscopies, topical anesthesia must be obtained by some 
other means. In such instances it is only used to relax the muscles of the 
jaw of the apprehensive patient. 

Curare causes no complications even when given in large doses except 
the transient respiratory muscle paresis or paralysis. This is counteracted 
by the competent anesthesiologist by aiding the patient’s respiration, or 
performing artificial respiration for the short period of time that it may 
be necessary. Most anesthesiologists feel that its reliability and usefulness 
have earned curare a permanent place in anesthesia. 45 references. 

Author’s abstract. 

(Apparently safe in skilled hands.—tv.G.0.) 


References to Current Articles 


On the Frequency of Complications, Especially Those of Long Duration, 
after Spinal Anaesthesia. N. O. Ericsson, Maria Hospital, "Stockholm, 
Sweden. Acta chir. Scandinav. 95:167-91, January 1947. From a 
study of 1,286 cases in which spinal anesthesia was used at the Maria 
Hospital and a review of literature, complications following spinal 
anesthesia are of such rare occurrence that they do not indicate re- 
striction of its use. 

Trilene Analgesia: Simple Apparatus for Self-Administration. J. T. Hay- 
ward-Butt, King Edward VIII Hospital, Durban, Union of South 
Africa, Lancet 2:865-67, Dec. 13, 1947. Describes a simple compact 
instrument for the self administration of trilene to induce analgesia: 
anesthesia cannot be self induced. Designed for the Armed Forces, 
it is of value in civilian accidents. In 1,183 cases in which it has been 
employed, good analgesia was obtained in 85 per cent. 4 references. 
| table. 3 figures. 

The Use of Fluorescein to Demonstrate the Effect of Artificial Respiration 
upon the Circulation. Samuel Alcott Thompson, Kurt Lange and Ed- 
ward Ernest Rockey, New York Medical College, Flower and Fifth 
Avenue Hospitals, New York, N. Y. J. Thoracic Surg. 16:710-14, 
December 1947. 


Curare and Curare-Like Compounds. Julius H. Comroe, Jr. and Robert D. 
Dripps, Graduate School of Medicine, University of Pennsylvania, 


Philadelphia, Pa. S. Clin. North America 27:1575-82, December 1947. 








372 QUARTERLY REVIEW OF SURGERY 





Anesthesia in Thoracic Surgery. Norris E. Lenahan, Ohio State University, 
Columbus, O. Arch. Surg. 56:14-20, January 1948. 

Death from Renal Anoxia after Myanesin Anaesthesia. T. F. Haver and 
R. F. Woolmer, University of Bristol, Bristol, England. Lancet 2: 
909-10, Dec. 20, 1947. In a postoperative death from uremia with 
hematuria, the autopsy findings were similar to those in incompatible 
blood transfusion. 

Thiopentone-Nitrous-Oxide-Oxygen Anaesthesia With Curare for Head and 
Neck Surgery. J. G. Bourne, St. Thomas’s Hospital. Brit. M. J. 4529: 
654-55, Oct. 25, 1947. 

Epidural Anesthesia in Thoracic Surgery. A Preliminary Report. Y. F. 
Fujikawa, Mt. Vernon, Mo., A. Neves, Rio de Janeiro, Brazil, C. A. 
Brasher, Mt. Vernon, Mo. and W. W. Buckingham, Kansas City, Mo. 
J. Thoracic Surg. 17:123-34, February 1948. 

New Type Apparatus for Giving Intravenous Anesthesia. Alvin Y. Wells. 
Winfield, Kans. Am. J. Surg. 75:526-28, March 1948. 

The Subarachnoid use of Vascoconstrictors in Spinal Anesthesia. R. J. 
Whitacre, and J. K. Potter, Huron Road Hospital, East Cleveland, O. 
Ann. Surg. 127:338-41, February 1948. 

Amputation of the Thigh under Refrigeration Anesthesia. Allen’s Method. 
(Amputation de cuisse sous anesthésie par réfrigération. Méthode de 
Allen). Jean Baumann, Paris, France. Mem. acad. de chir. 73:490- 
95, Nos. 22, 23 & 24, 1947. 

A Stand for Bottles of Fluid for Parenteral Administration for Use on an 
Operating Room Cart. John S. Lundy, Mayo Clinic, Rochester, Minn. 
Proc. Staff Meet., Mayo Clin. 22:518-19, Nov. 12, 1947. 


2. Preoperative and Postoperative 
Therapy 


THE SURGICAL TREATMENT OF PRESSURE SORES. 


Stuart Gordon, Toronto, Ont., Canada. Plast. & Reconstruct. Surg. 2: 
557-62, November 1947. 


The surgical closure of pressure sores in all but the aged is feasible 
provided that acute infection is absent, blood urea is normal, hemoglobin 
level is satisfactory, food intake is adequate and serum protein level is 
normal. Appetite may be stimulated by the exhibition of insulin. Trochan- 
teric sores are not operated upon if spasms are present. 

Operation is done under general anesthesia, the patient being trans- 
fused at the same time. A large rotation flap is used to cover the defect left 
by excision of the sore. It is marked out accurately before being elevated, 
and planned so closure can be effected without tension, no scar is present 
in flap or edges of defect, and so that bony prominences are avoided as far 
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as practicable. It is usually possible to close the donor defect without the 
use of free grafts. The bony prominence of the great trochanter is removed 
when operating on trochanteric sores. 

Fifty operations on 27 patients are reported. Primary healing was 
obtained in 31 instances, slight separation in 13, and marked separation in 6. 
Ulceration recurred in 3 patients, once due to pressure, and twice to late 
abscess formation under the flap. 5 references. 2 tables. 3 figures. 

(As an adjuvant to any plastic procedure, we have found the use of 
chlorophyll to be a most satisfactory local dressing. The bed sore is cleaned 
first with peroxide and then the chlorophyl ointment applied. This is done 
three times a day. It is interesting to see the production of not only con- 
nective tissue, but epithelia; and for sores due to roentgen rays, it has been 
the only treatment which has been at all satisfactory. Plastic surgery has 
been of no use in this condition —J.u.¥.) 


CLINICAL EXTRACORPOREAL DIALYSIS OF BLOOD WITH 
ARTIFICIAL KIDNEY. 


Nils Alwall, Lemet Norvit and Adolfs Martin Steins, University of 
Lund, Lund, Sweden. Lancet 1:60-62, Jan. 10, 1948. 


The dialyzer employed in the cases reported was designed by Alwall. 
It consists of a cellophane tube through which the blood flows and which is 
wound around a cylinder of wire netting that is immersed in a glass con- 
tainer filled with saline solution kept constantly in motion by a motor-driven 
propeller. A mantle of wire netting holds the cellophane compressed so 
that the layer of blood is thin. The cylinder is fixed in a box with a close- 
fitting lid that prevents evaporation. The fluid balance between the blood 
in the cellophane tube and the saline solution is maintained at the desired 
level by adjusting the dialyzer at the required level below the patient. For 
use with human patients the dialyzer contains about 600 ml. of blood and 
about 25 liters of saline solution; the dialysis area is about 6,500 sq. cm. 
Before the apparatus is used, heparin is given the patient to prevent coagu- 
lation of blood in the dialyzer. The operation for exposing the blood vessels 
is usually done the day before dialysis is started to prevent excessive bleed- 
ing due to heparinization. The apparatus is adjusted so that the arterial 
pressure drives the blood from the radial artery through the dialyzer into 
the median cubital vein. When dialysis is interrupted a short circuit is 
opened between the glass cannulae in the blood vessels. 

In tests of the apparatus with urea solutions, it was found that with 
low speeds of flow approximately 90 per cent of the urea was removed; at 
5 liters an hour, about 70 per cent of the urea was removed, and at 10 liters 
an hour about 50 per cent. In clinical dialysis the rate of flow is 8 to 10 
liters. In experiments on animals it was found the blood nonprotein nitro- 
gen was effectively reduced by this apparatus after ligation of the ureters, 
or acute mercurial poisoning. 

Eight cases of uremia, due to severe nephritis, previous removal of 
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one kidney, nephrosclerosis, or polycystic kidneys with advanced renal 
insufficiency, are reported in which dialysis with this apparatus was done 
for four to twenty hours; the nonprotein nitrogen of the blood was definitely 
reduced and the patient’s general condition improved. Five of these cases 
are reported in detail; of these 5 patients 2 have died after a period of con- 
siderable improvement, which in 1 case was maintained for several months. 

Since these cases were treated, the apparatus has been improved by 
using two cylinders with longitudinal grooves one inside the other, inside 
the cellophane tube; during dialysis, while blood in a thin layer flows 
through the cellophane tube, a thin stream of saline solution flows in an 
opposite direction along the grooves of the cylinders. The saline solution 
flows off through a rubber tube discharging at a lower level than that of 
the apparatus; the negative pressure of the saline solution on the cellophane 
tube is determined by the length of this tube. In clinical dialysis, the 
authors suggest that it may be possible to reduce the risk of coagulation of 
the blood in the dialyzer by the addition of citrate to the saline solution 
and thus avoid the use of heparin. 5 references. 2 tables. 4 figures. 


ANTICOAGULANT TREATMENT OF POSTOPERATIVE VENOUS 
THROMBOSIS AND PULMONARY EMBOLISM. 


James A. Evans and John F. Dee, Lahey Clinic, Boston, Mass. New 
England J. Med. 238:1-5, Jan. 1, 1948. 


Of 184 cases of postoperative venous thrombosis with or without pul- 
monary embolism, 63 received heparin intravenously, 2 by the intermittent. 
Swedish method. Fifty-five received 1 to 5 injections of heparin in Pitkin 
menstruum. Three received heparin only, and 63 dicumarol only. Twenty- 
seven patients were considered refractory to dicumarol, since the prothrom- 
bin level did not fall below 65 per cent despite —— doses, and they 
received heparin in Pitkin menstruum. Sixty-one had a warning benign 
pulmonary embolism. To these cases must be added 54 patie nts with post- 
operative pulmonary embolism who died untreated; this is a total of 238 
cases of thromboembolic disease in five years, or an incidence of 0.42 per 
cent among 56,000 major surgical operations performed at the Lahey Clinic. 
The low incidence resulted from patients performing proper prophylactic 
exercises. There were 6 fatal cases in the 184. In 3 of these, a warning 
embolism had occurred. In 61 cases, a warning was given by a benign 
infarct to the lungs. There were benign recurrences of pulmonary embolism 
in 2 of these 61 cases. One of these occurred after treatment was stopped, 
and recovery occurred with further treatment. In the other patient, dicu- 
marol was also stopped, and bilateral ligation was done, with recovery. 
There was no occurrence of fatal or benign pulmonary infarct among 123 
patients who never had a warning infarct. 

Bleeding occurred in 12 cases; and was serious in 5, requiring trans- 
fusions, vitamin K, or both. For serious bleeding, 60 mg. of vitamin K 
has been given intravenously, and this is repeated two or three times a day. 
with transfusions of fresh citrated blood. 
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Since 85 per cent of patients with fatal pulmonary emboli have warn- 
ing signs, generally a low temperature and tachycardia, or a history of 
previous thromboembolic disease, or have varicose veins, a plea is made 
for better prophylaxis. This is done by leg exercises, bandaging the limbs, 
early ambulation, prophylactic ligation in debilitated elderly patients, or 
giving dicumarol on the fourth postoperative day. 26 references. 3 tables. 
2 figures. 


MANAGEMENT OF PROTEIN DEFICIENCY IN SURGICAL 
PATIENTS. 
John D. Stewart, Harry W. Hale and Sydney M. Schaer, University of 


Buffalo Medical School, and the Edward J. Meyer Memorial Hospital, 
Buffalo, N.Y. J. A. M. A. 136:1017-21, Apr. 17, 1948. 


Protein nutrition is important in connection with the preparation of a 
depleted patient for major surgery. Its practical aspects for surgical patients 
who cannot eat are discussed. 

Intravenous injections are frequently the only method by which ade- 
quate proteins may be introduced into a patient. Whole blood, plasma and 
hydrolysates of proteins of high biologic value are extensively used for this 
purpose, the latter being of special interest as a source of amino acids. 
Solutions of amino acids for intravenous use must be stable in aqueous 
solution; contain suitably concentrated essential amino acids; cause only 
minimal changes in the acid base and water balances; be nontoxic, non- 
allergenic, capable of sterilization, inexpensive and easily available. The 
enzymic casein digests meet these requirements fairly well, amigen being 
the preparation commonly used. This supports nitrogen balance in man. 
The hydrogen ion concentration is adjusted to 6.5. A liter of this solution 
supplies 50 Gm. of amino acids and 50 Gm. of dextrose and is given in- 
travenously once or twice daily, at least three hours being taken for the 
injection as rapid administration increases probability of reactions. It may 
be used over long periods, 1 patient received 90 liters in three months. 
Reactions occur in about 6.5 per cent of cases but none have been serious. 
A theoretic advantage of amino acids over whole blood or plasma is their 
free diffusibility. Large amounts of plasma protein may cause undesir- 
able increases in the circulating blood volume and cardiac load whereas as 
much as 100 Gm. of amino acids given in six hours is diffused out of the 
blood. Other factors than diffusibility are involved however. A point of 
some importance for badly dehydrated and acidotic patients is that the 

carbon dioxide combining power of plasma is definitely lowered after large 

infusions of amino acids. The value of intravenous infusions of the casein 
hydrolysates is that they provide reasonably adequate amounts of the essen- 
tial amino acids to patients having a limited ability to eat and digest pro- 
teins, thereby aiding the repair of nitrogen defects. Amino acids are not 
substitutes for blood transfusions and will not in themselves maintain 
nutrition, certain calories, vitamins and minerals also being necessary. 
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Intrajejunal feeding is especially valuable in chronic esophageal, gas- 
tric and duodenal lesions causing rapid loss of weight and general malnu- 
trition. Preliminary jejunostomy and forced feeding are often essential to 
successful gastrointestinal surgery. Postoperative jejunostomy and _trans- 
orogastric tube feeding may also be necessary. A modified Witzel jejunos- 
tomy and insertion of a 16 F. catheter does not leak and promptly closes 
after the catheter is removed. The jejunostomy should preferably be done 
18 to 24 inches below the ligament of Treitz and may be used for months 
if necessary and the catheter properly strapped in place. A complete dietary 
mixture may be given by jejunostomy but must fulfill certain requirements 
which are showed. 5 references. 3 tables. 3 charts. 


THORACIC TENDERNESS IN PULMONARY INFARCTION. 


John Godfrey, Boston, Mass. New England J. Med. 238:86-87, Jan. 
15, 1948. 


An early and striking finding in 4 definite cases of pulmonary infare- 
tion, and in | equivocal case found in an orthopedic patient, was marked 
tenderness of the chest wall, approximately over the area of infarction. All 
the patients reacted sharply if moderate pressure was applied. In 1 case 
the tenderness occurred six hours after the onset of pleuritic pain and dis- 
appeared after two or three days. The tender area varied in diameter 
among cases from 2.5 to 20 cm., and in each case a sharply defined region 
of maximum tenderness existed in one intercostal space. In no case was 
there a combination of signs and symptoms typical of pulmonary infarction. 
Two cases had pleuritic pain and thoracic tenderness alone, and another 
had a transient friction rub in addition. Only 2 cases showed lung changes 
by physical and roentgen study. In 1 case the diagnosis of pulmonary 
infarct was not made during the hospital stay; in another, there was a delay 
of several hours before the diagnosis was made and ligation done. The 
symptoms were so slight in a third case that the patient only mentioned 
them after twenty-four hours had passed. 

The sign of thoracic tenderness is not new or unknown, but is rarely 
mentioned in the literature. Chest tenderness in connection with a pleuritic 
type of pain in the absence of trauma should be suggestive of pulmonary 


infarction, even in the absence of all other diagnostic signs and symptoms. 
2 references. 


References to Current Articles 


The Therapy and Prophylaxis of Venous Thrombosis and Pulmonary Em- 
bolism. Gordon A. Donaldson, Massachusetts General Hospital, Bos- 
ton, Mass. S. Clin. North America 27:1037-51, October 1947. In 1537 
surgical cases, femoral vein interruption was done as a therapeutic 
measure in 1033 cases and as a prophylactic measure in 554 cases. 
In the latter group, phlebitis developed in 15 and fatal embolism 
in only 1 case. 25 references. 7 tables. 


Urgent Surgery in the Aged. Condict W. Cutler, Jr., New York, N. Y. Ann. 
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Surg. 126:763-77, November 1947. Reports emergency operations in 
188 indigent patients over 60 years of age. Mortality rate was 44 per 
cent (due chiefly to preexisting diseases). Discusses anesthesia and 
postoperative care. 16 references. 5 tables. 

The Effect of Operation and Illness on Clot Retraction. Description of a 
New Method. John S. Hirschboeck, Marquette University School of 
Medicine and Milwaukee County Hospital, Milwaukee, Wis. J. Lab. 
& Clin. Med. 33:347-55, March 1948. 

Rationale of Parenteral Glucose Feeding in the Postoperative State. Morton 
D. Pareira and Michael Somogyi, Jewish Hospital of St. Louis, St. 
Louis, Mo. Ann. Surg. 127:417-25, March 1948. 

The Value of Post-Operative Dicoumarin Prophylaxis at “Early Rising.” 
Stig Borgstrém, Surgical Clinic, Lund, Sweden. Acta chir. Scandinav. 
96:47-61, Fase. 1, 1947. 


3. Surgical "Technic 


LATE REACTIONS TO METALLIC FOREIGN BODIES. 


Thomas W. Botsford and D. Richard Freni, Harvard Medical School, 
Boston and Veterans Administration Hospital, West Roxbury, Mass. New 
England J. Med. 238:385-90, Mar. 18, 1948. 


Observations of a group of 40 patients with metallic foreign bodies is 
reported. Of this group 11 patients underwent surgical procedures for 
relief of symptoms caused by foreign bodies. The patients were classified 
into three clinical groups: (1) multiple foreign bodies of minute size with 
cellulitis; (2) single or multiple foreign bodies with abscess formation; (3) 
single foreign bodies with pain but without infection. A period of months 
to years existed between the original wound and the onset of the latent 
symptoms. 

These patients must be carefully evaluated before undertaking surgical 
removal of the foreign body as a patient who knows one is present is more 
apt to have symptoms than one who does not know the foreign body exists. 
Many foreign bodies become encapsulated innocent bystanders, and the 
symptoms are due to the local tissue injury. 

The indications for removal are outlined and a plan of management is 
presented. The salient features of the latter are control of latent infection 
and accurate localization of the foreign body. The use of the Berman locator 
for finding metallic foreign bodies easily and rapidly, has been a great 
contribution to this field of surgery. Search for a foreign body should not 
be undertaken lightly as the search may end in failure. In a footnote an 
additional 23 patients with metallic foreign bodies of which 11 were oper- 
ated upon are mentioned. Thus a total of 63 veterans with metallic foreign 
bodies were seen and 22 or one-third of the group had surgical removal 
of the foreign object. In the remainder it was felt that the foreign bodies 
were not the cause of the symptoms. 7 references. 1 table. 9 figures. 


Author’s abstract. 
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HYPOTENSION INDUCED BY ARTERIOTOMY, USING PAGE’S 
TECHNIC, AN AID IN SURGERY. ITS USE IN THE REMOVAL OF AN 
EPIDERMOID TUMOR OF THE THIRD VENTRICLE. REPORT OF 
CASE. 


J. Grafton Love, Raymond F. Courtin, Charles D. Anderson and John S. 
Lundy, Mayo Clinic, Rochester, Minn. Proc. Staff Meet., Mayo Clin. 23 
153-58, Mar. 31, 1948. 


In removal of an epidermoid tumor of the third ventricle, a rise of 
blood pressure and consequent difficulty in controlling bleeding were experi- 
enced; 800 cc. of blood were withdrawn from the left radial artery at the 
wrist and collected by negative pressure in bottles containing sodium citrate. 
The withdrawal of blood produced a marked improvement in the operative 
field. As reinfusion of 50 ce. of blood one hour after the arteriotomy caused 
a rise of blood pressure, infusion of the remaining 750 cc. was postponed 
until the surgical procedure was completed. The patient's postoperative 
convalescence was satisfactory. 

It is believed that arteriotomy and controlled hemorrhage, followed by 
reinfusion, can be of material benefit in improving the operative field in at 
least two types of patients. The first type is the patient with hypertension 
who is to undergo an operation in which hemorrhage is expected to be 
severe; in this case arteriotomy could be performed during the induction 
of anesthesia. The second type is the patient whose blood pressure suddenly 
rises during operation, resulting in uncontrollable hemorrhage. In such a 
case arteriotomy for the removal of blood becomes an emergency procedure 
to be performed expeditiously when the necessity arises. 4 references. 2 
figures. 

Author's abstract. 


References to Current Articles 


Blunt Boomerang Needle and Accessories. E. W. Riches, London, England. 
Lancet 1:68, Jan. 10, 1948. Describes a blunt boomerang needle with 
ligature carrier and guide conforming to the curve of the needle. This 
needle is used for ligature of veins in retropubic prostatectomy, for 
kidney pedicle in nephrec tomy, vesicle pedicles in cystectomy, cystic 
duct in cholecystectomy and other similar surgical conditions. 1 refer- 
ence. 

An Easy Technique for Intravenous Cannulisation. Allan Clain, Royal 
Northern Hospital, London, England. Lancet 2:830, Dec. 6, 1947. 
Describes a simple technic for introducing a blunt cannula into a vein 
for transfusion. It has been used successfully in 25 patients. 1 figure. 

Comparative Evaluation of the Effects of Taleum and a New Absorbable 
Substitute on Surgical Gloves. James J. Eberl, William L. George, 
Louis F. May, Jr. and John Henderson, Laboratories of Johnson & 
Johnson, New Brunswick, N. J. Am. J. Surg. 75:493-97, March 1948. 

The Effect of Absorbable Sponge Materials on the Activity of Thrombin. 
John H. Olwin and Frederick J. Wahl, Presbyterian Hospital of Chi- 





= Se  , ——— 

















~ — — — 


—_—_———~ 











QUARTERLY REVIEW OF SURGERY 379 





cago and the University of Illinois College of Medicine, Chicago, Ill. 
Surg., Gynec. & Obstet. 86:203-12, February 1948. 

Experimental and Clinical Observations on Granulomas Caused by Tale 
and Some Other Substances. Arno Saxén and P. |. Tuovinen, Univer- 
sity of Helsinki, Helsinki, Finland. Acta chir. Scandinay. 96:131-51, 
Fasc. 2, 1947. 


4+. Surgical Infections 


THE SURGICAL USE OF STREPTOMYCIN. 


H. S. Morton, Montreal, Que., Canada. Canad. M. A. J. 58:227-30, 
March 1948. 


The advantage of topical application of streptomycin over intramuscu- 
lar injection is that, given intramuscularly, 1 Gm. of streptomycin produces 
a blood concentration of about 10 units per cc. Even 4 Gm. per day give 
a blood concentration of about 40 units of streptomycin. The concentration 
in the tissue will naturally be less than this, while the organisms commonly 
present in peritonitis, such as Bacillus coli, Bacillus proteus, and Bacillus 
pyocyaneus may be resistant to streptomycin in concentrations up to 400 
units. In view of this situation F. Smith, bacteriologist at McGill Univer- 
sity, suggested trying topical application of streptomycin into the abscess 
or the peritoneal cavity through a small rubber catheter in doses of 1 Gm. 
per day. This would put 1,000,000 units into the peritoneal cavity, and, 
allowing for dilution by as much as 1,000 cce., give a concentration of 1,000 
units of streptomycin per cc., which is much greater than the resistance of 
the majority of organisms. Working on this hypothesis, several cases were 
tried. 

When fistulas are present it is, of course, necessary to close them by 
surgery. Here streptomycin is indicated as a preoperative measure. When 
the fistula has been converted into a sinus, then it is possible to instill the 
drug into the track in order to control infection during healing. The exact 
mode of application now becomes a practical problem of keeping the drug 
in place for an adequate length of time. Unlike penicillin, streptomycin 
does not come out of an oily base. Recently powdered streptomycin has 
been used, blown into the cavity, and kept in place by oxycel or fibrinfoam. 
As a preoperative measure in colon surgery streptomycin was given orally 
in order to make the bowel as clean as possible, and thus avoid peritonitis. 
The most practical method recommended was to use B. coli as an indicator 
of the action of streptomycin. 

Several writers have referred to the synergistic action of streptomycin 
and the sulfonamides, and therefore as a preoperative measure we have 
been using | Gm. of sulfathalidine every four hours for five days, and 1 Gm. 
of streptomycin twice a day for two days, both by mouth, and have found 


that this reduces the count of B. coli from 10° or 10” to 0 before any 
operation. 
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In conclusion it may be said that the use of streptomycin topically or 
by mouth prevents peritonitis after bowel surgery, and it is eflective for 
the treatment of established peritonitis when adequate concentrations are 
obtained by local administration. The sulfonamides and_ streptomycin 
together do not produce resistance to the antibotics, and there have been no 
toxic effects. 9 references. 3 figures. 

Author's abstract. 


ACUTE SUPPURATIVE TENOSYNOVITIS TREATED WITH SYS- 
TEMIC PENICILLIN. 


C. Nigel Cruickshank and Stewart R. Harrison, Birmingham Accident 
Hospital, Birmingham, England. Lancet 2:606-608, Oct. 25, 1947. 


Acute suppurative tenosynovitis, as seen at the Birmingham Accident 
Hospital, is usually due to industrial accident and has been an important 
cause of permanent disablement and a serious loss of working time. In 
1946, 13 cases of acute suppurative tenosynovitis were treated by minimal 
incision, intramuscular penicillin, and early active movement. The clinical 
diagnosis was confirmed in each case at operation. The injuries causing 
the tenosynovitis varied from compound fractures of the terminal phalanx 
to apparently trivial scratches and dwarf injuries. In 3 cases there was a 
primary tendon sheath infection, in 8 the tendon sheath infection was a 
complication of finger-pulp infection and in 2 cases a complication of a 
superficial abscess. In the 3 cases of primary tendon sheath infection, the 
causative organism was Streptococcus pyogenes; in the secondary infections. 
Staphylococcus aureus predominated, being present in pure culture in some 
cases and in mixed culture in others (with Str. pyogenes in 3 cases). 

In every case the sheath was incised in the palm; if there was a super- 
ficial abscess in the finger communicating with the sheath it was also opened 
at this point. In all but 1 case penicillin was given by intramuscular injec- 
tion in a dosage of 12,500 units every three hours until 1,000,000 units 
had been given in ten days; as a rule patients were then discharged to the 
outpatient department for further surveillance. In 1 case a five day course 
of penicillin in a dosage of 188,000 units daily was given and the patient 
discharged on the sixth day. In the earlier cases in this series it was found 
that movement of the fingers caused little pain, and patients were encour- 
aged to exercise the fingers, beginning the day after operation. 

As it was not considered justifiable to refuse any patient penicillin 
for control purposes, results in this series are compared with 13 unselected 
cases of tendon sheath infection treated at the hospital during 1943; sul- 
fonamides were given in some of these cases, but without any appreciable 
effect; and the method of surgical approach was different. These cases, 
therefore, are not strictly control cases, but indicate the results obtained in 
tenosynovitis before penicillin was used. In the 13 cases treated with peni- 
cillin, full function of the finger was obtained in 8 cases, of which 2 
showed a very slight limitation of full extension at the distal interpha- 
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langeal joint; fair results with limited range of motion but a useful finger 
were obtained in 2 cases; 1 patient had a stiff finger; 1 required amputa- 
tion, because of gangrene of the tip of the finger; 1 patient with tabes 
dorsalis was admitted to another hospital with pneumonia and died. Of the 
13 patients treated in 1943 none had full or practically full function of 
the finger; 2 had fair function; 2 had a stiff finger; and 9 required ampu- 
tation. In the penicillin-treated cases, the acute stage of infection subsided 
rapidly and subjective symptoms were relieved; there was no proximal 
spread of infection. The only complications were sloughing of the tissues 
around the area of the original infection in 3 cases (1 requiring skin graft- 
ing); and gangrene of the tip of the finger in 1 case; amputation of the 
finger was done in this case on the seventh day, as penicillin had con- 
trolled the infection at that time. In this series the time required for heal- 
ing varied from twelve to thirty-eight days, with a median healing time of 
twenty-seven days. In the series of cases treated in 1943, only 3 patients 
had an uncomplicated recovery; the others had a postoperative history of 
cellulitis, arthritis and repeated drainage operations. The time required 
for healing varied from seventeen to one hundred and eighty days, with a 
median healing time of sixty-one days. The patients who did not regain 
full function of the finger in the penicillin-treated cases were all over 55 
years of age, and the poor result may be due to difficulty of rehabilitating 
patients of this age after a finger injury. As in 10 of the cases in the 1946 
series, the tendon sheath infection was secondary, the importance of so- 
called minor sepsis of the fingers is clearly indicated. The increasing use of 
penicillin in such infections should reduce the incidence of tendon sheath 
infections. 3 references. 

(An excellent article. It might be advisable to consider the use of 
penicillin intra-arterially as an adjuvant treatment.—J.u.F.) 


References to Current Articles 


A Case of Scarlet Peritonitis “Radical” (Un cas de peritonite scarlatineuse 
“primitive” ). Hans Ohrling, L’hépital d’Halsingborg, Halsingborg, 
Sweden. Acta chir. Seandinav. 96:257-64, Fasc. III], 1947. 

On the Treatment of Local Pyogenic Infections with Anticoagulants (Hepa- 
rin). Ph. Sandblom, G. Ekstrém and O. Quist, Serafimer Hospital 
and Crown Princess Louise’s Children’s Hospital, Stockholm, Sweden. 
Acta chir. Scandinav. 96:323-28, 1948. 

Two Cases of Primary Suppurative Psoas Myositis. Eino E. Vuori, Loiman 
District Hospital, Finland. Acta chir. Scandinav. 96:87-95, Fasc. 1, 
1947. 

Anasarca and Leukemoid Reaction Complicating Gas Gangrene. Frank 
Perlman (Major, M.C., A.U.S.). Bull. U. S. Army M. Dept. 8:240-44, 
March 1948. 

Bacillus Pyocyaneus Septicemia. W. A. Chesledon, M. P. Starr and N. R. 
East, Seattle, Wash. Northwest Med. 47:192, March 1948. 

Echinococcus Cyst. L. C. Bartlett, Favourable Lake, Ont., Canada. Canad. 
M. A. J. 58:75, January 1948. 








382 QUARTERLY REVIEW OF SURGERY 





5. ‘Tumors 


References to Current Articles 

Examination of Supraclavicular Lymph Nodes and its Clinical Significance 
in Cancer (Uber die klinische Bedeutung der Untersuchung der supra- 
klavikularen Lymphknoten beim Krebs). E. Jacobson, The St. Eric 
Hospital, Stockholm, Sweden. Acta chir. Scandinav. 96:75-86, 1947. 

A Case of Acute Myelogenous Leukaemia with Chloroma. R. L. Thorold 
Grant and J. B. Cleland, North Adelaide, South Australia. Clin. Rep. 
Adelaide Children’s Hosp. 1:64-65, November 1947. 

Recent Advances in Treatment of Cancer. Cornelius P. Rhoads, Memorial 
Hospital and Sloan-Kettering Institute for Cancer Research, New York, 
N. Y. J.A.M.A. 136:305-308, Jan. 31, 1948. 

A Case of Abrikossoff's Tumor or So-Called Myeloblastic Myoma. Torsten 
Bjérkroth, County Hospital, Kristinehamn, Sweden. Acta chir. Scan- 
dinav. 96:251-56, Fase. 3, 1947. 

The Preparation of Frozen Sections for Use in the Chemosurgical Technique 
for the Microscopically Controlled Excision of Cancer. Frederic E. 
Mohs, Madison, Wis. J. Lab. & Clin. Med. 33:392-96, March 1948. 

Multiple Primary Malignancies with Case Illustrations. Charles E. Darling, 
The Grace Hospital, Detroit, Mich. Grace Hosp. Bull. 26:55-60, 
January 1948. 

Chorioncarcinoma. Paul Pernworth, St. Elizabeths Hospital, Granite City 
and Venice, Ill. Am. J. Surg. 75:521-23, March 1948. 

Cutaneous Cancer. Henry E. Michelson, University of Minnesota, Minne- 
apolis, Minn. J.A.M.A. 136:683-86, Mar. 6, 1948. 

Prepubertal Melanoma of Skin. George T. Pack, New York, N. Y. Surg., 
Gynec. & Obst. 86:374-75, March 1948. 


6. Neurosurgery 
SUBDURAL HAEMATOMA IN INFANCY. 


Taylor Statten, Hospital for Sick Children and University of Toronto, 
Toronto, Ont., Canada. Canad. M. A. J. 58:63-65, January 1948. 


Twenty-eight cases of subdural hematoma found in the infant ward of 
the Hospital for Sick Children are reviewed. 

Fifty per cent had a history of either difficult birth, definite head in- 
jury or prematurity. Most of the cases occurred within the first 6 months 
of life. All but 2 were bilateral. Twenty-three out of 24 examined had 
demonstrable membranes. Fracture of the skull was present in only 3 cases. 

The diagnosis is easily missed. Many of the incorrect diagnoses car- 
ried a very poor prognosis and in the past the parents were perhaps wrongly 
advised that their child’s condition was hopeless, and the child was sent 
home to die. 
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Three groups of infants are being examined more carefully with this 
lesion in mind: group I gives a history of either difficult birth, head injury 
after birth, or prematurity with failure to thrive; group II consists of mild 
hydrocephalic infants; group III is the convulsive or hyperirritable infant. 
The common symptoms are those of increased intracranial pressure. Ele- 
vation of white blood count, pallor, retinal hemorrhages were found in 80 
per cent of cases; bulging fontanel, enlarged head, increased reflexes and 
bloody and xanthochromic spinal fluid were found in over 50 per cent of 
cases. 

An average of a case a year was found from 1933 to 1945 and, for the 
next sixteen months, an average of a case a month was found because the 
pediatricians were aware of the frequency of the lesion and were looking 
for it. Subdural taps establish the diagnosis. The prognosis is good when 
treated early, skillfully and adequately by removal of the membranes. 4 
references. 6 tables. 


Author’s abstract. 


ANAESTHESIA FOR INTRACRANIAL OPERATIONS. 


A. R. Hunter, Royal Infirmary, Manchester, England. Canad. M. A. J. 
98 :48-53, January 1948. 


The primary need of an anesthetist working in a neurosurgical unit 
is an agent which can be given over long periods with complete safety yet 
have no tendency to increase the intracranial pressure. Further as blood 
loss during neurosurgical operations is considerable, this agent must have 
no adverse affect on the circulatory stability of exsanguinated patients; it 
should for preference be nonexplosive. The effects of individual anesthetics 
on intracranial pressure are negligible compared with the sharp rise pro- 
duced by oxygen lack or carbon dioxide excess in the blood. The latter 
is relatively common during anesthesia. 

A rise in intracranial tension during a cerebral operation may cause 
a marked increase in bleeding, or damage to the brain bulging through a 
dural incision and will often require abandoning the operation. Local anes- 
thesia is theoretically the most satisfactory method but it is almost im- 
possible to premedicate patients sufficiently without causing either respira- 
tory depression or restlessness when some of the more sensitive intracranial 
structures are handled or stretched. Open ether is the traditional general 
anesthetic for neurosurgery but it is explosive. 

The lack of toxic effects and rapid elimination of nitrous oxide make 
it specially suitable for neurosurgical work but an adequate total flow of 
gases— at least 8 liters per minute—is necessary to prevent carbon dioxide 
accumulation when the semiclosed method is used. Small quantities of a 
supplement will sometimes be needed and for this purpose trichlorethylene 
is best. Care must be taken to reduce the amount of this agent given to a 
minimum and if this is done, neither tachypnea nor cardiac irregularities 
will appear. Trichlorethylene also forms toxic decomposition products with 
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soda lime and may not be passed through an absorber. Endotracheal intuba- 
tion is desirable. Phenobarbitone is the main stay of premedication; a 
dose of 1% grain for every 14 pounds of body weight up to a maximum of 
4 grains is used. It is given on the night before operation and again early 
on the morning of operation. Atropine is given also except to patients 
who have no papilledema and are about to undergo a supratentorial opera- 
tion. They receive pantopon and scopolamine in usual doses with or with- 
out phenobarbitone. Anesthesia is induced with Evipal and then nitrous 
oxide oxygen and trichlorethylene are given until the patient is ready for 
laryngoscopy when | or 2 per cent pontocaine is blown down an ordinary 
airway by means of a fine nebuliser. Two minutes later the laryngoscope 
is inserted, the larynx exposed and sprayed under vision and the tube 
passed through the mouth. Plastic (Vinyl Portex) tubes are preferred 
because they are almost unkinkable, particularly in the smaller sizes. This 
technic provides suitable anesthesia for operations in the posterior fossa 
but during supratentorial operations the slight increase in brain volume 
produced by partial rebreathing may add to the difficulties of both surgeon 
and patient. In such cases local anesthesia combined with hypnotic doses 
of intravenous anesthetic is preferable. Evipal Pentothal and Kemithal 
(sodium allyl cyclohexenyl barbiturate acid) have all been used but the 
last is preferred. Provided that an operation is planned which will reduce 
the intracranial tension or even better heroin may be given and will make 
satisfactory hypnosis much easier to maintain. Simple support of the jaw 
or the use of a tongue clip will maintain a free airway in the few cases 
where the patient cannot do so for himself. An endotracheal tube is un- 
necessary and is, in fact, a liability. If it is desired to waken the patient 
before the operation is completed, the administration of Coramine will 
suffice as the level of hypnosis is always very light. The advantages of the 
sitting up position are discussed and the necessity of maintaining the blood 
pressure with the aid of vasoconstrictors is mentioned. For ventriculography 
local anesthesia or intratracheal nitrous oxide and oxygen and trichlorethy- 
lene are best, but the other minor procedures of neurosurgery can readily 
be performed under intravenous anesthesia. 8 references. 
Author’s abstract. 


VISCERAL PAIN. 


Henry Cohen, University of Liverpool, Liverpool, England. Lancet 
2:933-34, Dec. 27, 1947. 


It is well recognized that referred pain of visceral origin can be abol- 
ished or diminished or its localization can be changed by anesthetization 
of homosegmental areas. More recently it has been found that hyperestheti- 
zation of homosegmental areas may produce or increase or change the loca- 
tion of such visceral pain. In 1 patient with a history of effort angina of 
three years’ duration the pain was referred to the substernal region. After 
a fracture of the elbow, no spontaneous pain was felt in the elbow, but 
walking caused pain in the damaged elbow, followed later by substernal 
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oppression and a sensation of constriction of the chest. In experiments on 
4 patients with effort angina, a blister was produced with a vesicant plaster 
on the inner side of the left elbow or the right mammary region, where 
they had never experienced pain previously. When angina was produced 
by exertion, all complained of intensification of pain in the blistered area. 
In 3 of these patients a diffuse deep-seated pain in the back was produced 
by injection of 2 ml. of 5 per cent saline in the back muscles. After this 
pain had entirely disappeared, exertion caused it to reappear, although 
these patients had never previously felt anginal pain in this region. The 
author suggests, as explanation of the phenomena, that there may be a 
constant stream of impulses from visceral and somatic nerve endings that 
are normally subliminal. When there is an abnormal increase of either 
one or both of these impulses, pain is caused if the threshold is exceeded. 
If the somatic pain nerves contribute significantly to the pain impulses that 
abolish exceed the threshold, nerve block will abolish the pain. But if the 
impulses from the viscus exceed the threshold, nerve block may diminish 
the pain or alter its maximal site but will not abolish it. This hypothesis 
also explains the more frequent failure of subcutaneous nerve block as 


compared with segmental nerve block to diminish visceral pain. 15 refer- 
ences. 5 figures. 


References to Current Articles 


Technic of Pain Control. Bernard D. Judovich and William Bates, Graduate 
School of Medicine, University of Pennsylvania, Philadelphia, Pa. 
S. Clin. North America 27:1343-63, December 1947. 

Craniocerebral Trauma. Axel K. Olsen and Arthur M. Coddington, Jr., 
Guthrie Clinic, Sayre, Pa. Guthrie Clin. Bull. 17:80-89, October 1947. 

Cancer of the Nervous System. Howard C. Nafiziger and Edwin B. Boldrey, 
University of California, San Francisco, Calif. J. A. M. A. 136:96-103, 
Jan. 10, 1948. 

Tantalum Discs for Covering Trephine Defects and Tantalum Clips for 
Ligation of Internal Carotid Artery Intracranially. Lester A. Mount, 
Neurological Institute, Vanderbilt Clinic and College of Physicians and 
Surgeons, New York, N. Y. J. Neurosurg. 5:208-10, March 1948. 

Analysis of Acute Craniocerebral Injuries. Lyle A. French, University of 
Minnesota, Minneapolis, Minn. Am. J. Surg. 75:548-52, April 1948. 

Use of Standard Cerebellar Frame for Neurosurgical Operations in Sitting 


Position. Arthur Ecker, Syracuse, N. Y. J. Neurosurg. 5:104-105, 
January 1948. 
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7. Skuil! 


References to Current Articles 

Cranioplasty and the Post-Traumatic Syndrome. Everett G. Grantham, 
Louisville, Ky. and Harry P. Landis, Palmyra, N. J. J. Neurosurg. 
5:19-22, January 1948. 

Experimental Observations in the Treatment of Craniosynostosis. Franc 
D. Ingraham, Donald D. Matson and Eben Alexander, Jr., Harvard 
Medical School and Children’s Hospital, Boston, Mass. Surgery 
23:252-68, February 1948. 


8. Brain 


OBSERVATIONS ON STANDARDIZING THE SURGICAL MAN. 
AGEMENT OF INTRACRANIAL SUPPURATION. 


E. S. Gurdjian and J. E. Webster, Wayne University College of Medi- 
cine and Grace Hospital, Detroit, Mich. J. Neurosurg. 5:1-10, January 1948. 


With the important addition of chemotherapy and biologic agents to 
therapeusis, the treatment of intracranial suppuration invites reevaluation. 
In the past, several methods of treating intracerebral abscesses have been 
employed. Drainage by exteriorization was earlier favored by King. More 
conservative catheter drainage was later recommended by Coleman. Evacua- 
tion of a purulent collection by tap alone was found to be successful by 
Dandy. Then radical extirpation after encapsulation was more recently 
advised by Vincent. 

By means of sulfadiazine and penicillin it was found possible to in- 
crease host resistance to intracerebral infection and thus delay surgical 
treatment until encapsulation has occurred. Based upon experiences in 
treating 16 consecutive cases, it was found that a “step-plan” of manage- 
ment is then most effective. This plan employs the simplest surgical pro- 
cedure first. The abscess which has been allowed to encapsulate is first 
tapped, aspirated and instilled with penicillin. A repetition of the tapping 
may be necessary to effect a cure. In others, a more radical step of excision 
of the residue may be necessary. Subdural abscess may be effectively man- 
aged by drainage through multiple trephine openings with penicillin 
instillation. 9 references. 1] table. 6 figures. 

Author's abstract. 


SPONTANEOUS SUBARACHNOID HEMORRHAGE OF ANEU- 
RYSMAL ORIGIN. FACTORS INFLUENCING PROGNOSIS. 


Wallace B. Hamby, University of Buffalo School of Medicine and 
Buffalo General Hospital, Buffalo, N. Y. J. A. M. A. 136:522-28, Feb. 
21, 1948. 


Analysis was made of data obtained from the records of 130 patients 
with spontaneous subarachnoid hemorrhage entering the Buffalo General 
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Hospital over a thirteen year period. Cases with obvious cause were ex- 
cluded, such as trauma, primary cerebral hemorrhage, bleeding brain 
tumors, blood dyscrasias, etc. Ruptured aneurysms caused the hemorrhage 
in 44 of 47 proved cases (93.6 per cent). Seventy-five patients were men, 
55 women. Forty-eight per cent of the men and 51 per cent of the women 
died of the disease. Ages of patients who recovered averaged 45 years; of 
those who died, 48.4 years. Hypertension was the only prevalent accom- 
panying disease but had no prognostic significance, being present in 2] 
per cent of recovered cases and 24 per cent of fatal ones. Concomitant 
intracerebral hematomas existed in 52 per cent of fatal cases. Ninety-eight 
cases were admitted in their initial hemorrhagic attack, mortality rate 45 
per cent; 32 were in secondary (or more) attacks, mortality rate 72 per cent. 
Sixty-eight patients had a single attack of bleeding in the hospital, mortality 
rate 38 per cent; 61 had multiple attacks (fresh bleeding after initial im- 
provement), mortality rate 65 per cent. Mental disturbances, unconscious- 
ness and convulsions unfavorably influenced the outcome. Sixty-seven (51.5 
per cent) patients died in the hospital. Sixty-three lived and 62 were fol- 
lowed: 17 have died (3 unrelated deaths); 21 (20 per cent) are considered 
well, 13 are working with neurologic handicaps and 11 are crippled by the 
disease. 19 references. 4 tables. 6 figures. 

: Author’s abstract. 


MEDULLOBLASTOMA CEREBELLI. DIAGNOSIS, TREATMENT 
AND SURVIVALS, WITH A REPORT OF FIFTY-SIX CASES. 


Franc D. Ingraham, Orville T. Bailey and Wiley F. Barker, Peter Bent 
Brigham Hospital, and Harvard Medical School, Boston, Mass. New Eng- 
land J. Med. 238:171-74, Feb. 5, 1948. 


Experiences with medulloblastoma cerebelli in 56 patients are dis- 
cussed. The diagnosis was based on histologic identification. Fifteen of the 
fifty-six tumors did not occupy the classic midline position in or above 
the fourth ventricle. The ages of the patients were higher with pontile 
tumors than in those of the cerebellum. Twenty-four patients were between 
5 to 10 years old, and 42 were in the first decade. Tumors were also found 
in patients 37 and 65 years old. There were 31 males and 25 females 
affected. Symptoms were generally present for over three months before 
hospital admission; 1 patient had noted difficulty for only one week. The 
symptoms followed a pattern of disturbed cerebellar function and increased 
intracranial pressure. 

Sixty explorations of the posterior fossa were done in 53 patients, 
and biopsies made. When cerebrospinal fluid flow was not reestablished 
definitely by removing the tumor or freeing adhesions, a polyethylene tube 
was inserted (7 cases). Third ventriculostomies were done as separate pro- 
cedures in 3 other patients, a right frontal approach being employed. In 
total, 72 operations were done on 53 patients, with an operative mortality 
of 32 per cent. 
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Metastases occurred in 19 cases; 10 had distant spinal or cerebral 
seedlings, and the other 9 were local subarachnoid extensions. Not all 
metastases caused definite symptoms; there was a paraplegia in 2 cases, 
however, cord bladder in 5 cases, and severe pain in 7 patients. Acute 
gastric ulceration occurred in 3 patients. 

Thirty-nine patients received roentgenotherapv after operation. Nine 
patients are still living. One patient who received under 4,000 r survived 
over fourteen months. The average survival was under eight months. Fif- 
teen patients received between 4,000 and 10,000 r, with an average sur- 
vival of almost thirty-two months. The average survival of all patients 
who have died was seventeen months. No patient who received over 10,000 r 
is still alive, and the average survival was fifty-four months. The highest 
dose was 30,000 r, which caused no degenerative changes. The clinical 
difficulties caused by irradiation included leukopenia, vomiting, and acute 
cerebral edema. Vomiting occurred in most cases, 

Increased intracranial pressure caused 20 deaths, and a combination 
of factors caused 9 other deaths. The cause was obscure in 11 cases. 18 
references. 5 tables. 


POSTERIOR FOSSA MENINGIOMAS. 


Eldridge Campbell and Robert D. Whitfield, Albany Hospital and 
Albany Medical College, Albany, N. Y. J. Neurosurg. 5:131-53, March 
1948. 


Tumors of dural origin are rare in the posterior fossa. Cushing and 
Fisenhardt recorded 27 out of 295 meningiomas. The authors report 9 in 
a series of 25 intracranial meningiomas. These are classified into three 
groups: (1) those which arose from the under surface of the tentorium, 
the lateral recesses and the convexity; (2) those which lay in the cerebello- 
pontine angles; (3) those which originated above the clivus. 

In the first group three tumors arose from the under surface of the 
tentorium, one from the lateral recess and one over the convexity. The signs 
and symptoms were those of cerebellar neoplasms and in spite of the fact 
that four of the five tumors were histologically of a slowly growing type, 
the histories were not significantly longer than is often encountered in 
gliomas of the posterior fossa. Roentgenogram showed calcification of a 
tumor in | patient. All 5 patients were women, ranging in age from 24 to 
67 years. Of this group, 3 patients are living, 1 died of a frontal lobe 
abscess three months after her return home, and 1 of postoperative pneu- 
monia. 

The one tumor which was not benign was removed from the lateral 
recess and considered to be a malignant meningioma. It recurred a year 
later and was partially excised. Histologic study led to the diagnosis of 
meningosarcoma. The patient is in apparent good health five and a half 
years since the first operation. In the interim, she has received three courses 
of deep roentgenotherapy. 
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One tumor arose in the cerebellopontine angle. The clinical picture 
resembled that of acoustic neuromas save that vestibular function of the 
eighth cranial nerve was lost late and that considerable erosion was noted 
by roentgenogram in the petrous tip. A considerable portion of a very 
extensive tumor was removed but the patient, a woman aged 47, succumbed 
to postoperative meningitis six days later. 

The third group included 2 women and 1 man, whose ages ranged 
from 30 to 34. All three meningiomas arose above the clivus and involved 
the adjacent cranial nerves early. Compression of the suprajacent pons 
and medulla was evident, although it was remarkable how large two of 
these tumors had grown without producing greater embarrassment. All 
eroded bone deeply. One tumor was removed completely and a second 
subtotally; both patients are living and able to work nine and four years 
later. The third patient had a huge angioblastic meningioma which ex- 
tended forward to encompass the left internal carotid artery; she succumbed 
two days after operation. 

The diagnosis can often be strongly suspected in groups 2 and 3. 
16 references. 15 figures. 

Author’s abstract. 


SOME MODERN CONCEPTS IN THE TREATMENT OF BRAIN 
ABSCESS. REPORT OF THREE CASES. 


Collin S. McCarty and John G. Griffin, Mayo Foundation, Rochester, 
Minn. Proc. Staff Meet., Mayo Clin. 23:57-63, Feb. 4, 1948. 


The evolution of the treatment of focal infection of the brain has been 
reviewed briefly. The resection of thick walled brain abscesses by Sargent, 
Vincent, Groff and Grant have been emphasized. The observations by 
Pudenz in 1945 of William Stewart of the Royal Canadian Army Medical 
Corps in Basingstoke, England, treating cerebral abscesses and focal en- 
cephalitis with chemical agents, antibiotic substances, resection and primary 
closure even in cases in which there was little or no wall to the abscess has 
been described. His method was used successfully by Pudenz, Shelden and 
MacCarty at the United States Naval Hospital, Bethesda, Md., during the 
war. Five cases operated in the armed services by one of us have been 
mentioned and 3 subsequent cases are presented in detail. 

The 3 cases presented include an abscess of metastatic origin, one by 
contiguous spread from a frontal sinus, and another focal cerebral infec- 
tion due to a bullet wound. All 3 cases have showed no further evidence 
of cerebral infection six months after surgery. 

The method advocated consisted of preliminary penicillin and sul- 
fadiazine therapy. Craniotomy, total extirpation of the infected focus and 
necrotic brain was performed with primary closure and without drainage 
after the instillation of penicillin into the abscess cavity. Sulfadiazine was 
used in doses sufficient to maintain a blood level between 10 and 15 mg. 
per 100 cc., and was administered until the temperature had been normal 
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for forty-eight hours. The abscess cavity was filled with penicillin contain- 
ing 1,000 units per cubic centimeter. Penicillin was given intrathecally at 
the rate of 10,000 units every eight hours until the temperature had re- 
mained normal for forty-eight hours. Eighty thousand units of penicillin 
were given intramuscularly every three hours until the temperature reached 
normal, then 40,000 units were given every three hours for an additional 
two weeks. 14 references. 


Author’s abstract. 


References to Current Articles 


Surgical Revascularization of Insufficiently Irrigated Organs (Revasculari- 
zation opérative d’organes insuffisament irrigés). C. Henschen, Uni- 
versity of Basel, Switzerland. Bull. schweiz. Akad. d. med. Wissensch. 
3:34-42, November 1947. The Winiwarter-Buerger disease (cerebral 
form). Encephalo-myo-synergiosis operation was done in three steps: 
(1) arteriography of the brain; (2) bilateral sympathectomy (periar- 
terial) of the a. carotid communis, up to the bifurcation point; (3) left 
osteopathic temporoparietal craniectomy followed by implantation of 
the temporal muscles onto the surface of both brain hemispheres. No 
complications or relapse in two years. 

Innervation of the Choroid Plexus of the Brain. From an Original Paper. 
Maria Borisovna Tsuker, The Clinic for Nervous Diseases of the First 
Medical Lenin Institute, Moscow, U.S.S.R. Am. Rev. Soviet Med. 
5:68, Dec.-Jan. 1947-48. 

Physiologic Studies of Arteriovenous Anomalies of the Brain. Henry A. 
Shenkin, Eugene B. Spitz, Francis C. Grant and Seymour S. Kety, 
University of Pennsylvania, Philadelphia, Pa. J. Neurosurg. 5:165-72, 
March 1948. 

Hemangioblastoma of the Posterior Fossa (Lindau’s Disease). Report of 
Two Cases With Familial History. F. Keith Bradford, Houston, Tex. 
J. Neurosurg. 5:196-201, March 1948. 

The Radical Treatment of Brain Abscess. Jerzy Chorobski and Adam 
Kunicki, University of Warsaw, Warsaw, Poland. Surg., Gynec. & 
Obst. 86:230-46, February 1948. 

The Use of Serum Albumin in Cases of Cerebral Edema. Preliminary Re- 
port. Edward M. Gates, W. McK. Craig, Mayo Clinic, Rochester, 
Minn. Proc. Staff Meet., Mayo Clin. 23:89-93, Feb. 18, 1948. 


9. Spine and Spinal Cord 


CONGENITAL ANOMALIES OF THE NEURAL AXIS. SURGICAL 
MANAGEMENT BASED ON NEUROLOGIC CONSIDERATIONS. 


James B. Campbell, Children’s Medical Center and Harvard Medical 
School, Boston, Mass. Am. J. Surg. 75:231-56, January 1948. 


A review of experimental studies of the embryology of the central 
nervous system which indicate that congenital anomalies of the neural axis 
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are due to disorders of neurulation is presented. The methods of selection 
of patients for operation and the methods of operation in cases of spina 
bifida occulta, meningocele and myelomeningocele, cranium bifidum, 
Arnold-Chiari malformation, and teratomas and teratoid formations along 
the neural axis, employed at the Children’s Hospital are described. Two 
unusual cases of persistent remnants of the neurenteric canal are noted. 
Both patients showed spina bifida without neurologic deficit. Operation 
was successful in both cases. In operation for congenital anomalies of the 
neural axis, surgery can be more successful if embryologic and neurologic 
data are correlated in the selection of patients for operation and in deter- 
mining the time for and type of operation to be used in each case. 42 ref- 
erences. 23 figures. 


SCIATICA RESULTING FROM HERNIA OF THE INTERVERTE- 
BRAL DISK. REPORT OF 157 CASES OF WHOM 17 WERE OPER- 
ATED (Sciatica da ernia del disco. Considerazioni su 157 casi di cui 17 
trattati cruentemente ). 


Mario Belgrano, 7029 Station Hospital (American Hospital for Italian 
War-Prisoners). Chir. d. org. di movimento 31:163-92, Fasc. 4, July- 
Aug. 1947. 


Of 326 patients treated for lumbosciatic pain, 157 showed protrusion 
of the intervertebral disk. Seventeen of these were operated upon. The 
diagnosis of the condition was made on the history of trauma, frequency of 
pain, lumbago followed by sciatic pains, absence or diminution of the 
Achilles reflex, zones of hypoesthesia of the skin of the lower extremity, 
increase in the total proteins in the spinal fluid and the roentgenologic, par- 
ticularly the pyelographic findings. The pain in early periods was usually 
referred to the iliosacral region, buttock on the affected side and the leg. 
Coughing, sneezing and contraction of the abdominal muscles caused the 
pain to become more severe. The lower back had a peculiar straight, rigid 
appearance and the patient tended to lean away from the affected side. 

Roentgenologically the intervertebral fissures appeared narrower on 
the affected side at the level of the fourth or fifth lumbar vertebrae and the 
myelographic shadow column at this level tended to exhibit a constant 
defect, or notching, at this point. Negative pyelographic findings was not 
taken to rule out the presence of a protruded cartilage. If the symptoms 
were bilateral, or no pyelographic examination done or. the findings on 
pyelography were negative a laminectomy was performed and the disk, 
if protruding, was removed. If the symptoms were limited to one side 
only, or if the protruded section had been exactly localized the part was 
exposed by removing the ligamentum flavum on that side and a small 
portion of the hemilamina (partial hemilaminectomy). 

Of the 17 cases operated upon the results obtained were excellent 
in 9, good in 4, fair in 3 and unsuccessful in 1. In this case a hernia of the 
fifth intervertebral disk was found and removed, although the myelographic 
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examination indicated a lesion of the fourth; in this case therefore it is 
probably that there was a co-existing hernia of the fourth intervertebral 
disk also which was overlooked. 94 references. 21 figures. 


References to Current Articles 


Medullary Tractotomy for Relief of Intractable Pain in Upper Levels. 
Albert S. Crawford, Henry Ford Hospital, Detroit, Mich. Arch. Surg. 
55:523-29, November 1947. Reports 11 cases in which medullary 
tractotomy was done for relief of intractable pain in the shoulders 
and lower cervical region (9 unilateral and 2 bilateral operations). 
Three patients died (including the 2 bilateral operations); 5. devel- 
oped transient homolateral paralysis, which can be avoided by technic 
now developed. 7 references. 3 figures. 

Studies Upon Spinal Cord Injuries. I. The Development of Automatic 
Micturition. John Martin and Loyal Davis, Northwestern University 
Medical School, Chicago, Ill. Ann. Surg. 126:472-76, October 1947. 

A Lenient Method for Reposition of Fractures and Dislocations of the Ver- 
tebral Column. O. Kapel, Copenhagen County Hospital, Gentofte, 
Denmark. Acta chir. Scandinav. 95:132-36, January 1947. Reports 
3 cases in which reposition of dislocations or compression fractures 
of the lumbar and thoracic sections of the spine was done by placing 
the patient in the bile-kidney inclination on a Kifa operating table. 
7 figures. 

Blastomycosis of the Spine with Invasion of the Spinal Canal. Harold C. 
Voris and Robert C. Greenwood. Proc. Inst. Med. Chicago 16:463, 
Nov. 15, 1947. 


10. Peripheral Nerves 


PLASMA SILK SUTURE OF NERVES. 


James E. Bateman, Christie Street Hospital, Toronto, Ont., Canada. 
Ann. Surg. 127:456-63, March 1948. 


Some form of gluing nerve ends together has long been a goal of 
surgeons concerned with the repair of injured nerves. During World War 
II, contributions were made by Seddon and Tarlov which placed the method 
on a practical basis. The technic of glue suture was extensively investigated 
experimentally here and a modified method developed using silk and auto- 
genous plasma. 

Plasma is obtained by centrifuging patient’s blood and clotting pre- 
vented solely by a cooling process avoiding anticoagulants. Nerve ends are 
approximated by two parallel stay sutures of silk inserted 1/4, inch away 
from the suture line. The Tarlov rubber mold is applied about the nerve 
ends or a special spoon mold is used to hold the plasma. A satisfactory 
clot is obtained in three to seven minutes and when firm the container is 
removed. 

The advantages of the glue technic are that it affords superior control 
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of nerve ends since multiple rim stitches distort opposing faces. The tension 
of the approximated ends may be delicately adjusted. The use of the glue 
enables approximation with much less trauma to the nerve ends, hence 
less bleeding and less fibrosis at the suture line. A protective covering 
such as is aflorded by the clot minimizes extraneous stress or traction at 
the suture line and prevents creeping encroachment of fibrosis from the 
adjacent structures. 

The plasma silk method of suture was carried out in 350 cases and the 
results compared with a control series of classic perineural rim stitch silk 
sutures. 

Superior results as judged by return of motor power and sensation 
were obtained in all nerves with the glue method as compared with the 
routine silk method. The modified technic as presented proved practical 
in the 350 and made possible, most of the advantages of the adhesive 
method. Special advantages were found in applying the method to branch 
lesions, small nerves and notch defects of large trunks. Some limitations 
in the use were encountered in awkward situations and in those sutures under 
excessive tension. The improved primary treatment of wounds and early 
neurorrhaphy allowed a more extensive use of this method than was 
originally felt possible. The tension encountered in repairing nerves in most 
gun shot wounds has been effectively controlled by a few sutures supported 
by a clot. 6 references. 2 tables. 5 figures. 

Author’s abstract. 


PLANTAR DIGITAL NEURITIS. MORTON’S METATARSALGIA. 


K. I. Nissen, Royal National Orthopedic Hospital, London, England. 
J. Bone & Joint Surg. 30B:84-94, February 1948. 


A report of 27 cases of Morton’s metatarsalgia is presented; 11 of 
these cases were seen in 1942 to 1943, and 16 in 1946 to 1947. In the 
earlier group the duration of symptoms was longer; operation was not 
done until symptoms had been present eight to ten months. In the later 
group, 4 patients were operated upon within two months after onset of 
symptoms. In the entire series of 27 cases, there were 21 women and 6 
men. The condition was bilateral in 8 cases, and operation was done on 
both feet (a total of thirty-five operations). In twenty-two feet, pain was felt 
both in the sole of the foot beyond the necks of the third and fourth meta- 
tarsal bones, and in the corresponding toes. In nine feet pain was felt only 
in the fourth toe, especially in the nail bed and the tip; and in four feet, 
only in the sole. It was in the more acute cases that the pain was confined 
to the fourth toe. In most cases the feet were of normal form, and only 
1 patient showed palpable swelling of the foot. 

In the operative treatment, a plantar incision 2 inches or more in 
length is made between the third and fourth metatarsophalangeal joints, 
and deepened between the common flexor sheaths. If there is much con- 
nective tissue around the nerve, it bulges into the wound, but as a rule the 








394 QUARTERLY REVIEW OF SURGERY 





nerve must be sought for where it crosses the transverse ligament. If the 
nerve is found to be thickened and adherent to the ligament, it can be 
resected in this area. But usually the nerve is traced proximally to see how 
far the pathologic changes extend, and if there is a communicating branch. 
The digital artery is located and traced upward and medially to its point 
of origin. The nerve and vascular bundle are removed. It is not necessary 
to tie any blood vessels, and the wound edges are accurately approximated 
with a blanket stitch. The stitches are removed in ten days, and if the scar 
needs protection, dry gauze held in place by elastoplast is employed. Full 
weight-bearing is allowed in fourteen days; patients are instructed to take 
hot and cold contrast baths and exercises for the foot and leg for another 
two weeks after discharge from the hospital. The plantar scar, as a rule is 
entirely painless. 

In the group of patients operated on in 1942 to 1943, 9 of the 11 
patients have been examined four years after operation; they are entirely 
free from symptoms, although one required a second operation for recur- 
rence of pain in the two to three clefts before reexamination. One of the 11 
patients returned to active duty with the Army six weeks after operation 
and was killed in action; the other reports by letter that his feet are still 
painful. In the latter case the digital arteries were anomalous, arising 
from the two to three clefts, and symptoms may arise from this cleft. Of 
the 16 patients operated on recently, all have been examined three months 
or more after operation. Fifteen are completely relieved of pain; 1 a 
factory worker, has only partial relief. 

Pathologic examination of the specimens, with relation to the duration 
of symptoms, shows that in cases of this type, the digital artery shows pro- 
gressive degenerative changes, and that the digital nerve lesions are ischemic 
and secondary to the arterial changes. Morton’s metatarsalgia, therefore, 
is to be considered a distinct clinica! and pathologic entity that is best 
described as a plantar digital neuritis. 20 references. 7 figures. 
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11. Sympathetic Nervous System 


THE OPERATIVE AND POSTOPERATIVE MANAGEMENT OF 
HYPERTENSIVE PATIENTS UNDERGOING THORACOLUMBAR SYM- 
PATHECTOMY. 


Jere W. Lord, Jr. and J. William Hinton, Cornell University Medical 
College and Columbia University College of Physicians and Surgeons, 
New York, N. Y. New England J. Med. 237:840-43, Dec. 4, 1947. 


From experience with 400 patients subjected to the two stage thoraco- 
lumbar sympathectomy to relieve hypertension, certain principles of man- 
agement have been evolved. Two basic operative and postoperative problems 
must be solved: (1) the maintenance of an adequate blood pressure and 
avoidance of a systolic fall to 90 or lower; (2) the management of tho- 
racotomy during and after operation. 

A stable pressure is best obtained during operation by intravenous in- 
jection of 2 cc. of 1 per cent Neosynephrine in 1 liter of 5 per cent glucose 
in distilled water, and postoperatively by the same fluid with 1 cc. of Neo- 
synephrine per liter of solution until the systolic pressure is stabilized at 
90 or higher. This may take a few hours to two days. Moderate anemia 
develops after each stage of the sympathectomy, and a 500 cc. blood trans- 
fusion is routinely given. 

To obtain hemostasis, to deal with the open thorax, and to prevent 
serious postoperative hemothorax, pneumothorax, atelectasis and pneu- 
monia, a closed anesthetic system has been employed, usually with an intra- 
tracheal tube. A series of cases has been started without such a tube, and 
the management has been for the most part satisfactory. This extensive 
sympathectomy should be done only when the anesthetist is very familiar 
with open chest methods in giving the anesthetic. Anesthetic agents have 
included ether, cyclopropane and ethylene. 

A frequent complication is the postoperative development of fluid in 
the chest. This is managed by clamp and ligature, pressure on the venous 
bleeder against the vertebral column, silver clips, oxycel, bone wax and 
electrocautery. The most serious difficulty with hemorrhage is presented 
by an accidental tear of an intercostal artery high in the chest cavity. 

When hemostasis is obtained after removing the sympathetic chain 
and suturing the diaphragm, the chest is closed around a rubber catheter 
inserted in the pleural space. Air is aspirated, the catheter removed and 
the skin closed without drainage. Repeated examination of the chest must 
be done especially during the first two days. Roentgenograms can reveal 
fluid or atelectasis, and aspiration with a No. 15 needle is then done. 
Unrecognized pleural effusions in patients with poor cardiac reserve are 
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very grave. Oxygen therapy is used in patients with low cardiac reserve. 
If there is congestive heart failure, preoperative digitalization is done and 
continued after operation. In difficult operations or when the pleura is 
widely torn, penicillin is given. 

Renal function is checked on the first postoperative day by examining 
the blood urea nitrogen and nonprotein nitrogen. The red cell count is also 
checked. Early ambulation is practiced only “after the first stage procedure. 
In some patients who preoperatively have had a stroke or coronary occlu- 
sion, subcutaneous heparin in Pitkin menstruum has been used postopera- 
tively. 12 references. 4 figures. 
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12. Head and Neck 
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Implants of Spongy Bone in the Reconstructions of the Lower Jaw (El 
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14. Plastic Surgery 
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15. Thyroid and Parathyroid 
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16. ‘Thoracic Surgery 
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17. Chest Wall 


RESECTION OF CHEST WALL TUMORS. REPORT OF TWO 
CASES. 


J. K. Poppe and R. Berg, Portland Veterans Administration Hospital, 
Portland, Ore. Northwest Med. 47:119-22, February 1948. 


This report is primarily concerned with the necessity for resection of 
chest wall tumors during their asymptomatic stage before sarcomatous de- 
generation occurs. An early diagnosis is always possible by a visible or 
palpable mass sometimes associated with tenderness. Hedbloom reported 
a 61 per cent malignancy in a series of two hundred and thirteen chest wall 
tumors, although as long as twenty years had elapsed before malignant 
changes had occurred in some patients. Sarcomatous degeneration is the 
most frequent malignant change which occurs in these tumors and recur- 
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rences are reported as late as six years following their incomplete removal. 
An increasing number of reports of successful removals of malignant chest 
wall sarcomas is accumulating in the recent medical literature. Certain 
types of painful osteoplastic metastatic tumors involving the ribs can be 
removed surgically with relief of symptoms for many months. 

Two patients with rib cage tumors are reported. One was a 65 year 
old man with a slow growing mass in the right anterolateral chest wall for 
the past ten years, which had recently showed a more rapid increase in 
size. A block dissection was used to remove this tumor which proved to be 
an osteochondrosarcoma on pathologic examination. The large chest wall 
defect produced by the removal of three ribs was closed by a special 
technic of mobilizing the adjacent ribs. No evidence of recurrence has been 
noted twenty months postoperatively. 

The second case reported is that of a 67 year old man with a gradually 
increasing mass on the left inferior costal margin which had been present 
for the past five years. A sense of pressure in the region of the heart had 
been noted during the past few months prior to operation when lying on the 
left side. Resection of the mass proved it to be a chondroma of the fused 
sixth, seventh and eighth ribs. No evidence of recurrence has been noted up 
to the present time twenty months postoperatively. 

Special emphasis is made in this report of the necessity for a wide 
excision around the involved ribs. A method is suggested for closing such 
an extensive defect in the bony rib cage by mobilizing one end of the 
adjacent ribs and fastening them to the stumps of the resected ribs. Oppo- 
site ends of the adjacent ribs are transected and mobilized in order to ob- 
tain a uniform closure of the defect. The necessity for intratracheal anes- 
thesia and full preparations for an intrathoracic procedure is also 
mentioned. 9 references. 5 figures. 

Author’s abstract. 
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18. Pleura 
EARLY TREATMENT OF CHEST WOUNDS BY INTRAPLEURAL 


SUCTION. 
William H. Berry. Bull. U.S. Army M. Dept. 8:211-18, March 1948. 


Observations on a series of 78 cases of chest wounds treated by intra- 
pleural suction are reported. All cases of pneumothorax and hemothorax 
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healed spontaneously except one pneumothorax which required lung suture. 
Only 2 cases in 291 patients had any recurrence of hemorrhage, 1 from 
a tuberculous lung and | from an intercostal vessel. In sucking chest 
wounds, a suction tube is inserted into the pleural cavity through the wound 
if large enough and the cavity emptied. The wound is debrided and closed 
su that it is airtight and firm. The management of foreign bodies remains 
controversial. It is usually elective. None were removed in this series. 
Crushed chests were not operated upon. Two cases were scheduled for op- 
eration after recovery from shock but were then so well that operation 
was unnecessary. Thoracotomy is sometimes necessary for removal of blood 
clots but they can frequently be removed by suction through a small inter- 
costal incision. Comparison of over 150 cases of chest wounds treated by 
early thoracotomy with cases treated conservatively indicated that the latter 
was preferable as the patients became stabilized and then recovered so 
rapidly and completely that operation was not indicated. 

The technic for intrapleural suction is described. A 16 Fr. catheter 
attached to a Wangensteen suction apparatus is inserted into the pleural 
cavity through a gallbladder cannula passed through the second interspace 
anteriorly. Lung expansion should not be rapid hecause of discomfort and 
shock. Several ‘catheters are used and work better if passed through the 
second interspace and dropped to the bottom of the cavity. Both blood and 
air may be removed. A solution containing 20,000 units of penicillin is in- 
jected through the catheter daily to keep it open and prevent infection. 
Drainage usually stops in about forty-eight hours and the catheters are 
slowly withdrawn. The chest is carefully watched afterwards and aspira- 
tions repeated as required. Needles attached to flutter valves and water 
traps are unsatisfactory and may be dangerous. 

Thoracotomy is only indicated for uncontrollable pneumothorax or 
hemorrhage and for removal of large foreign bodies or large blood clots. 

The mortality in this series was only 7.6 per cent with thoraco- 
abdominal wounds included and 4.6 per cent with them excluded as com- 
pared with 15.9 and 10.13 per cent in two corresponding groups treated 
by radical surgery. 

These cases showed the advantages of the conservative treatment of 
chest wounds with early and complete lung expansion by intrapleural suc- 
tion. Two illustrative case reports are presented. 6 references. 1 table. 
6 figures. 


PATHOGENESIS OF CARDIOVASCULAR DISTURBANCES IN 
TRAUMATIC PNEUMOTHORAX. AN EXPERIMENTAL STUDY (K 
patogenezu serdechno-sosudistykh rasstroistv pri travmaticheskom pnevmo- 
torakse. Eksperimental’noe issledovanie). 


G. N. Melkonyan, The State Medical Institute, Armenia, U.S.S.R. 
Khirurgiya No. 11, 25-30, 1947. 


These experiments were carried out at room temperature (28 to 32 C.) 
on dogs of different age and state of nutrition, the weights ranging from 
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9 to 16 Kg. A balloon filled with air and connected with a kymograph was 
introduced intu the mediastinum, the movement of the organs, both under 
normal conditions and during experimental open pneumothorax, were re- 
corded and the graphs compared. 

The normal mediastinal curve resembled that of normal blood pres- 
sure, except that the usual peaks alternated with much flatter maxima; the 
latter evidently represented an additional characteristic feature of the 
mediastinal graph. 

Pleurotomy produced an immediate change in the curve, which now 
appeared similar to the shape seen in respiratory curves. The amplitude of 
fluctuations increased and more air entered the pleural cavity. [ Abstr. note: 
In the original text it is stated that the amplitude decreases as the air enters 
after partial lung collapse, but the graph No. 2 shows a considerable in- 
crease from left to right (p. 27). 

Unilateral pneumothorax gave an identical curve, which changed back 
to the mediastinal shape as soon as the pleural cavity had been germetically 
closed. 

Bilateral pneumothorax at first produced highly irregular tracings 
which could not be interpreted; these had apparently been caused by poor 
condition of the animal following operation. Gradually, as the dog im- 
proved, the tracings formed a regular respiratory curve (both sides showed). 
Of the 4 dogs operated on only 2 survived. 

Since the change in the curyes was seen within a few seconds after 
opening or closing of the pleural cavity, it seemed obvious that depression 
or restoration of cardiovascular activity could not have been caused by 
mechanical changes (fluctuation of the mediastinum, air pressure, etc.). 
Both man and animals may perish from an insignificant wound of the pleural 
membrane, hence the real cause must be of vagotonic nature. Depression of 
heartbeats results from a reflex irritation of the vagosympathetic innerva- 
tion of the pleural membrane. This network of nerve fibers is rich in 
sensory bundles and reacts to changes in air pressure or temperature such 
as cooling of the cavity, on opening, or due to evaporation of moisture from 
the wide pleural surface. As soon as the cavity is closed, equilibrium is 
reestablished and irritation ceases, consequently cardiovascular activity is 
restored through the increased tone of the vagus. Bilateral pneumothorax 
is more dangerous than the unilateral, because here the depression of heart 
action, hence fall of blood pressure, is more pronounced, due to reflectory 
irritation of the nerves on both sides. 


SPONTANEOUS PNEUMOTHORAX. A CLINICAL STUDY OF 
ONE HUNDRED CONSECUTIVE CASES. 


Ralph M. Myerson, Boston City Hospital, Boston, Mass. New England 
J. Med. 238:461-63, Apr. 1, 1948. 


Of the 375,000 patients with spontaneous pneumothorax admitted to 


this hospital over a nine year period, 100 (0.027 per cent) consecutive 
cases are presented. 
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The diagnosis (made only on positive roentgenogram evidence) in 
each case was made on the basis of this and the history and physical findings. 
The patients were divided into two groups: (1) consisting of 64 cases 
in which underlying pulmonary disease was known prior to entry or was 
discovered during hospitalization; (2) comprising 36 cases of spontaneous 
pneumothorax occurring in apparently healthy persons. 

The history, symptoms and signs presented by patients of both groups 
were essentially the same. Twenty per cent of both groups gave a history 
of unusual exertion prior to the acute episode. In the remaining 80 per cent 
the pneumothorax occurred during daily activities or rest. Chest pain and 
dyspnea were present in all cases. Cough and fever were common in the 
patients with underlying pulmonary disease, uncommon in the healthy in- 
dividuals. Physical signs varied with the degree of collapse. It was gen- 
erally found that when the degree of pneumothorax was more than 40 per 
cent, classic signs could be elicited. 

In the group with underlying pulmonary diseases, tuberculosis was 
present in 38 or 59 per cent. Other less common conditions were emphy- 
sema, bronchiectasis, postpneumonic empyema, bronchial asthma, lung 
abscess, metastatic carcinoma of lung, pneumonia, bronchogenic carcinoma 
and pulmonary infarct. The average age of patients in this was 46.1 years; 
73.4 per cent of them were males. 

In the group of apparently healthy individuals the average age was 
27.1 years; 83.3 per cent were males. Twenty-one of the 36 patients in 
this group were successfully followed for periods ranging from one and 
a half to twelve years. Three patients (14.3 per cent) had recurrences of 
their pneumothorax. Only 1 of these 3 developed tuberculosis. This coin- 
cides with the findings of other investigators. 

Patients were treated with bed rest and symptomatically. Aspiration 
of air to relieve dyspnea was done in 3 cases. Hospitalization of the other- 
wise apparently healthy patients varied from two to thirty-six days with 
an average of eleven day s. There was no immediate mortality in this group. 

In the group with underlying pulmonary disease, treatment was di- 
rected toward that condition. Patients with tuberculosis were transferred 
to sanitoria shortly after admission. There were 4 deaths in this group. 

The occurrence of a spontaneous pneumothorax in a patient above 
the age of 45 should make one strongly suspicious of underlying pulmonary 
disease. 

The prognosis in the apparently healthy individual with a spontaneous 
pneumothorax is excellent from the standpoint of both immediate recovery 
and the subsequent nondevelopment of tuberculosis. 9 references. 2 tables. 

Author’s abstract. 


References to Current Articles 


Internal Pneumonolysis. Results in 393 Cases. F. L. Wollaston, Wooley 
Sanatorium. Lancet 2:424-25, Sept. 20, 1947. Artificial pneumo- 
thorax was combined with thoracoscopy and internal pneumonolysis 
(division of adhesions) in 393 cases; hemorrhage occurred in only 
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42 cases and was not serious. QObliterative pleurisy occurred in 5 
cases. The results, as showed by sputum tests and closure of cavities, 
were excellent. 

Decortication of the Lung in the Treatment of Tuberculous Empyema. Con- 
rad R. Lam, Henry Ford Hospital, Detroit, Mich. Arch. Surg. 56:1-13, 
January 1948. 

Traumatic Valvular Pneumothorax. G. S. Watson (Surg. Lt., R.N.V.R.). 
Brit. M. J. 4530:693, Nov. 1, 1947. 

Extrapleural Pneumonolysis with Lucite Plombage. A Preliminary Re- 
port. David A. Wilson, Greenville, S. C. J. Thoracic Surg. 17:111-22, 
February 1948. 


19. Lung 


RESECTION IN PULMONARY TUBERCULOSIS. 


O. Theron Clagett and William D. Seybold, Mayo Clinic, Rochester, 
Minn. Proc. Staff Meet., Mayo Clin. 23:81-89, Feb. 18, 1948. 


This report is based on an analysis of 29 cases of pulmonary resection 
for tuberculosis performed by one of us (O. T. C.) during a five year period 
ending September 1947. There were 15 cases of pneumonectomy and 14 
of lobectomy. The patients who underwent resection fell into two major 
groups: (1) those in whom the usual surgical collapse measures had 
failed; (2) those in whom experience had taught us that collapse therapy 
was unlikely to succeed. 

High-grade bronchial stenosis was the indication for resection in almost 
one-half the cases. Other indications were the presence of a tuberculoma, 
a persistent cavity under an adequate thoracoplasty, a tension cavity, tuber- 
culous bronchiéctasis, a giant cavity in the lower lobe, an associated broncho- 
genic carcinoma, broncholithiasis with repeated hemorrhage and others. 
Almost all patients had undergone attempts at some form of surgical col- 
lapse without benefit. 

Two patients died in the hospital following pneumonectomy; none 
died following lobectomy. This is a surgical mortality rate of 6.9 per cent. 
Two patients died after dismissal from the hospital from late spread of 
the tuberculous process in the remaining lung tissue. Early spread oc- 
curred in 2 patients after pneumonectomy. Late spread occurred in 4 
cases (28.6 per cent) after lobectomy, and in 2 cases (13.3 per cent) after 
pneumonectomy. Bronchopleural fistula developed in 2 patients after pneu- 
monectomy. 

At the time of the original report, 5 patients of this group of 29 still 
had active tuberculosis; 4 of these had new or old reactivated parenchymal 
disease and 1 a small ulcer in the bronchial stump at the site of a silk 
suture. Nineteen were apparently well; 12 of these had been followed one 
to four years. Four patients were dead, and another could not be followed. 

Streptomycin was administered intramuscularly to 15 patients in this 
group. In the 13 patients to whom it was given as a prophylactic measure 
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for protection in the immediate postoperative period, early spread occurred 
in 1 patient, whose organisms were proved to be streptomycin resistant. 
Two patients received intramuscular streptomycin during the early post- 
operative period as a therapeutic measure against an active tuberculous 
process. In both patients it was promptly effective. 

Pulmonary resection has an important but restricted place in the 
treatment of tuberculosis. When the nature of the lesions and the poor 
results that could have been anticipated with thoracoplasty are considered, 
the results in this series seem to justify this conclusion even though the 
group is small and the follow-up period was relatively short. 5 tables. 2 
figures. 


Author’s abstract. 


References to Current Articles 


Pleuropulmonary Manifestations of Amebiasis. Hiram T. Langston and 
Robert T. Fox, Northwestern University School of Medicine, Chicago, 
ll. Arch. Surg. 55:618-23, November 1947. Reports 10 cases of ame- 
biasis with pleuropulmonary symptoms; 6 cases are reported in detail. 
Treatment indicated is emetine hydrochloride, with an amebicide given 
by mouth and aspiration of the pleural cavity if indicated, but not early 
surgical drainage. 3 references. 4 figures. 

Pulmonary Cavernous Hemangioma with Arteriovenous Fistula, Surgical 
Management. Case Report. J. Dewey Bisgard, Omaha, Neb. Ann. 
Surg. 126:965-72, December 1947. Lobectomy was performed; the 
resected lobe contained two cavernous hemangiomas with communi- 
cating blood vessels. A review of other reported cases is presented. 
10 references. 3 figures. 

Bronchiogenic Carcinoma. Viking O. Bjérk, Stockholm, Sweden. Acta 
chir. Scandinav. 95:1-113, Suppl. 123. An analysis of 345 cases 
with a clinical diagnosis of bronchiogenic carcinoma treated at the 
Brompton Hospital for Diseases of the Chest and at the Royal Cancer 
Hospital (Free) in London from 1937 to 1946. There were 75 pneu- 
monectomies. 

Chronic Nonspecific Suppurative Pneumonitis. William E. Adams and 
Richard Kerschner. Proc. Inst. Med. Chicago 16:444-45, Oct. 15, 
1947. 

An Abnormal Bronchus Arising from the Trachea. Ian Monk (Major, 
A.A.M.C.). Australian & New Zealand J. Surg. 17:63-65, July, 1947. 
In a 22 year old female whose death was due to subarachnoid hemor- 
rhage without any contributing cause, autopsy showed an abnormal 
bronchus arising from the right side of the trachea and an abnormal 
pulmonary vein. A brief review of literature is presented. 3 references. 
4 figures. 

The Indication for Posterior Transpleural Bronchotomy in the Management 
of Intrabronchial Tumors. Hiram T. Langston, Chicago, Ill. and 
Robert T. Fox, Hines, Ill. Surg., Gynec. & Obst. 86:192-96, February 
1948. 
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Arteriovenous Fistula of the Lung. Herbert C. Maier, Aaron Himmelstein, 
Richard L. Riley and Joseph J. Bunin, Columbia University and Belle- 
vue Hospital, New York, N. Y. J. Thoracic Surg. 17:13-26, February 
1948. 

Lobectomy of Exceptional Indication. Lobectomy for Hydatid Cyst of the 
Lung (Lobectomie d indication exceptionnelle. La lobectomie pour 
kyste hydatique du poumon). E. Curtillet, Aubaniac and Houel, Af- 
rica. Afrique frang. chir. No. 4, 253-56, July-Aug. 1947. 

Technique of the Extirpation of a Hydatid Cyst of the Lungs (Tecnica de 
la extirpacion del quiste hidatico del pulmon). C. Victor Armand 
Ugon. Bol. Soc. cir. d. Uruguay 18:167-83, No. 2, 1947. 


20. Mediastinum 


References to Current Articles 


Pneumomediastinum in Childhood. E. B. Sims, North Adelaide, South 
Australia. Clin. Rep. Adelaide Children’s Hosp. 1:55-59, November 
1947. 


21. Heart 


SURGICAL TREATMENT OF PATENT DUCTUS ARTERIOSUS 
(Le traitement chirurgical de la persistance du canal artériel). 

T. Holmes Sellors, London Chest Hospital, London, England. Acta 
chir. belg. No. 1, 1-19, January 1947. 

Patent ductus arteriosus may cause no symptoms, but a child with 
this condition should be considered a cardiac invalid and normal activities 
should be restricted. The chief danger is the development of infectious 
endocarditis. 

The main indication for operation is the presence of an infection, 
although with the use of large doses of penicillin, the infection may be 
controlled before operation. Another indication for operation is the de- 
velopment of signs of cardiac failure; a period of rest before operation is 
essential in these cases. Operation is also indicated in many cases without 
definite symptoms, especially if there is interference with normal growth 
and development, or because of the danger of infection or the necessary 
limitation of normal activities throughout life if operation is not done. In 
this group operation should be delayed until the fifth to seventh year of 
life. 

In the operation for patent ductus arteriosus, either the anterior or the 
postero-lateral approach may be employed; the author has employed both 
with about equal frequency. After the ductus is exposed, it must be care- 
fully freed from all attachments; as its walls are thin, this step in the opera- 
tion is often difficult. The ductus is then ligated with two nonabsorbable 
ligatures and the Ballance stay knot. A mixture of penicillin powder and 
sulfathiazole powder is sprinkled into the wound before closing the media- 
stinal pleura. The lung is reinflated by careful increase of intratracheal 
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pressure and the aspiration of air from the thoracic cavity. In the post- 
operative period respiratory exercises are carried out; and any fluid col- 
lecting in the thoracic cavity is aspirated. This operation has been done in 
32 cases, in 8 of which infection was present and 9 showed signs of cardiac 
insufficiency. There was 1 death in the series, in a patient with cardiac in- 
sufficiency; death was due to repeated hemorrhages in the pleural cavity, 
but at autopsy the ductus was found to be completely closed. 

In the other patients, the results of operation have been satisfactory ; 
all have resumed normal activities. One patient who had infection and 1 
with cardiac decompensation prior to operation have become pregnant, and 
the course of the pregnancy has been normal. 15 references. 7 figures. 

[Jf ligature of the ductus, without division, is to be practiced, the 
method of Blalock (Surg., Gynec. & Obst. 82:113-14, February 1946) 
appears preferable to that here described. Blalock employs a purse string 
suture at either end of the ductus, two transfixing mattress sutures, and 
finally a tie of tape or heavy braided silk. Gross (Surg., Gynec. & Obst. 
78:36-43, January 1944) prefers division of the ductus as a routine pro- 
cedure.—M. M. R. | 


COMPLETE TRANSPOSITION OF THE AORTA AND THE PUL- 
MONARY ARTERY. EXPERIMENTAL OBSERVATIONS ON VENOUS 
SHUNTS AS CORRECTIVE PROCEDURES. 


C. Rollins Hanlon and Alfred Blalock, The Johns Hopkins Hospital 
and Johns Hopkins University, Baltimore, Md. Ann. Surg. 17:385-97, 
March.1948. 


The basic difficulty in complete transposition of the aorta and pul- 
monary artery is the failure of oxygenated blood to reach the ventricle 
which empties into the aorta. Survival of such patients is directly related 
to the degree of interchange between the two sides of the heart by way of 
persistent fetal passages. Patients with a complete transposition and a large 
ventricular defect have lived as long as twenty-one years, and those with 
a patent foramen ovale as compensatory defect have lived for ten years. 
Combination of these two compensatory abnormalities allowed 1 patient 
with a complete transposition to live an essentially normal life for fifty- 
six years. However, the average duration of life in a total of 123 reported 
cases is only nineteen months. 

The return of pulmonary vein blood into the vena cava or right auricle 
provides another possible means of compensation in complete transposition. 
This condition is occasionally detected as an isolated abnormality at op- 
eration or autopsy in patients who have showed no clinical evidence of 
cardiovascular difficulty. It has also been described as a beneficial adjust- 
ment in transposition. The possibility of its use in the surgical treatment 
of transposition prompted the studies detailed in this communication. 

These studies consisted of anastomoses in dogs between the veins 
from the two upper lobes of the right lung and the superior vena cava or 
right auricle. The pulmonary veins were divided close to the left auricle 
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and the distal end (i.e., nearer the lung) was joined to the side of the 
superior vena cava or to the right auricle between the two cavae. Anasto- 
mosis to the vena cava was carried out in 15 dogs and to the auricle in 10 
dogs. In general, the results of anastomoses to the superior vena cava were 
excellent whereas anastomoses to the auricle tended to become occluded. 
It seems likely that the thick auricular wall is poorly adapted to vascular 
anastomosis. 

The ability of such anastomoses to return blood to the right side of 
the heart has been established by catheterization of the superior vena cava 
and the cardiac chambers. In order to test the therapeutic effectiveness of 
these anastomoses, however, one must observe their effect on an experi- 
mental animal with complete transposition of the arterial trunks. Since a 
complete transposition as such would be promptly fatal, it is necessary to 
establish the corrective pulmonary venous shunt before producing the trans- 
position. Despite a variety of efforts which are being continued, the authors 
have not yet succeeded in completing a preparation where a complete trans- 
position of the arterial trunks is corrected sufficiently by artificial shunts to 
permit life for more than a few minutes. 

Despite the failure to reproduce complete transposition in the experi- 
mental animal and the consequent inability to test the therapeutic effect of 
different shunting procedures, these experiments demonstrate that oxygen- 
ated blood may be transmitted to the right side of the heart by way of the 
transplanted pulmonary veins. The anastomoses to the superior vena cava 
remain patent up to three and a half months in more than three-fourths 
of the animals subjected to operation; technical difficulties at operation ac- 
counted for partial or complete closure in the remaining preparations. 

Anastomosis of pulmonary veins to vena cava appears feasible in man 
and offers one possible approach to the surgical treatment of complete 
transposition of the great cardiac arteries. 18 references. 1 table. 8 figures. 

Author’s abstract. 


References to Current Articles 


The Removal of Foreign Bodies from the Pericardium and Heart. A Mov- 
ing Picture Demonstration. Dwight E. Harben, Boston, Mass. J. 
Thoracic Surg. 16:701-94, December 1947. Describes 3 successful 
operations. 2 references. 

Pericardial Coelomic Cyst. Leon J. Leahy and Gordon J. Culver, Buffalo, 
N. Y. J. Thoracic Surg. 16:695-700, December 1947. Case reported 
is in a female 50 years of age. At operation, the cyst was removed 
intact and was found to be lined by endothelial cells, mostly flat but 
some high cuboidal. A review of the literature deals particularly with 
the origin of cysts of this type. 10 references. 2 figures. 

Diagnosis of the Tetralogy of Fallot and Medical Aspects of Surgical Treat- 
ment. Helen B. Taussig, Johns Hopkins Medical School, Baltimore, 
Md. Bull. New York Acad. Med. 23:705-18, December 1947. Dis- 
cusses the first 300 cases operated upon; 215 of these patients (71 
per cent) were greatly benefited. 5 references. 7 figures. 








410 QUARTERLY REVIEW OF SURGERY 





Surgery of the Heart and Blood Vessels. Review of Foreign Literature. 
(Khirurgiya serdtsa i sosudov. Obzor inostrannoi literatury). A. M. 
Patrik. Kirurgiya No. 7, 52-58, 1947. A review covering the period 
of 1944 to 1947. 47 references. 

Experiences with the Blalock Operation for Tetralogy of Fallot. F. D. 
Dodrill, Detroit, Mich. Arch. Surg. 55:539-44, November 1947. Thir- 
teen operations were done on 12 children, in 2 of whom no anasto- 
mosis was done; there were 3 deaths, including 1 of the patients with no 
anastomosis. The results are excellent in 5 cases and good in 1. 2 
references. 2 tables. 2 figures. 

The Pathophysiology of the Cause of Death from Coronary Thrombosis. 
Gordon Murray, Toronto, Ont., Canada. Ann. Surg. 126:523-34, Oc- 
tober 1947. 

Six Cases of Heart Injury (Shest’ sluchaev raneniya serdtsa). Z. G. Sere- 
brenikov, First Medical Institute of Moscow, U.S.S.R. Khirurgiya 
No. 7, 66-69, 1947. Five knife wounds and one bullet wound are 
described regarding treatment and results. 

Blind Wounds of the Heart and the Pericardium (Slepye raneniya serdtsa 
i perikarda). B. K. Osipov, Moscow Medical Institute. U.S.S.R. 
Khirurgiya No. 7, 29-34, 1947. 

Comments on the Historical Aspects of Certain Congenital Anomalies of the 
Heart and Great Vessels. Frederick A. Willius, Mayo Clinic, Roches- 
ter, Minn. Proc. Staff Meet., Mayo Clin. 23:99-104, Feb. 18, 1948. 

Pneumopyopericardium. Herbert Wiley Meyer, New York, N. Y. J. Tho- 
racic Surg. 17:62-71, February 1948. 

Bullet-Wounds of the Heart (Heridas de bala del corazon). Leonidas 
Aguirre Mac-Kay, Salvador, Chile. Octavo Congreso Chileno de 


Cirugia, pp. 193-204, March 1947. 
22. Esophagus 


ANTETHORACAL TRANSPLANTATION OF THE STOMACH IN 
THE TREATMENT OF CONGENITAL ATRESIA OF THE THORACIC 
ESOPHAGUS. A PRELIMINARY REPORT. 


William Francis Rienhoff, Jr., Johns Hopkins Hospital, Baltimore, Md. 
dull. Johns Hopkins Hosp. 82:496-99, April 1948. 


Antethoracal transplantation of the stomach is offered as a means of 
treating those cases of congenital atresia of the esophagus in which anasto- 
mosis of the esophagus is impossible. 

The operative technic is described. A left subcostal incision was used. 
The atretic part of the esophagus was divided, as were the vagus nerves in 
the substance of the diaphragm. The stomach was mobilized by dividing 
the left gastric vessels and the gastrocolic and gastrohepatic omenta, leav- 
ing the right gastric and gastroepiploic vessels intact. A 2 cm. incision 
was made above and parallel to the clavicle. A tunnel in the subcutaneous 
tissue was made by blunt dissection between the supraclavicular and sub- 
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costal incisions. The stomach was drawn through the tunnel, and the cardiac 
end was sutured in place above the clavicle. The intraperitoneal portion 
of the esophagus was brought out through a skin incision medial to and 
slightly below the supraclavicular incision. A feeding tube was inserted 
in this esophageal opening. The cervical stump of the esophagus was 
brought out through an incision at the posterior border of the sternocleido- 
mastoid muscle and drawn’ down to the transplanted stomach through a 
subcutaneous tunnel. The atretic end was incised and anastomosed to the 
cardiac end of the stomach with two layers of interrupted sutures. The 
skin was closed over the anastomosis. 

The postoperative course of the 2 infants in whom this procedure was 
used was uneventful. There was leakage of saliva from a small fistula 
at the anastomosis. Both patients died after one year from infantile diar- 
rhea and terminal Staphylococcus aureus infections. In both cases, autopsy 
revealed that gastric function had been normal and that the stomach had 
also functioned perfectly as a tube. Brief abstracts of the 2 cases are given. 

The operation has definite advantages. It was well tolerated by 2 in- 
fants 5 and 8 days old although they were very poorly nourished and 
showed evidence of pneumonitis from regurgitation. The operation can be 
performed quickly and without shock to the patient. An artificial alimentary 
canal can be constructed in one stage by this procedure, and the hazards 
of intrathoracic procedures are avoided. 

[This procedure should prove especially valuable when there is no 
patent distal esophageal segment (agenesis) .—. A. B. | 


References to Current Articles 


Esophagogastrostomy in the Treatment of Cardiospasm. Dan C. Gill and 
Charles G. Child, III, New York Hospital and Cornell University Medi- 
cal College. Surgery 23:571-83, March 1948. 

Surgical Management of Acquired Stricture of the Esophagus with Esopha- 
gobronchial Fistula and Bronchiectasis of Entire Right Lung. Report of 
Case. O. Theron Clagett, and Herbert W. Schmidt, Mayo Clinic, 
Rochester, Minn. Surgery 23:221-26, February 1948. 

Transgastric Removal of Large Solid Bodies Impacted in the Lower Part 
of the Esophagus. W. D. Gatch, and W. F. Molt, Indianapolis, Ind. 
Arch. Surg. 56:21-23, January 1948. 

Resection of the Esophagus for Persistent Stricture. Charles B. Puestow 
and Stephen J. Chess, Chicago, Ill. Arch. Surg. 56:34-47, January 
1948. 

Surgical Treatment of Perforation of the Esophagus. John M. Dorsey, Pres- 
byterian Hospital and University of Illinois Medical School, Chicago, 
Ill. Arch. Surg. 56:24-33, January 1948. 

Esophagitis. Arthur M. Olsen, Rochester, Minn. Surg., Gynec. & Obst. 
86:372-74, March 1948. 

Esophageal Hiatus Hernia. Sumner Everingham, Oakland, Calif. West. J. 
Surg. 56:16:19, January 1948. 

Presentation of Patient: Cancer of the Cardio-Esophagus. Operative Cure 
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(Présentation de malade. Cancer du cardio-oesophage. Guérison op- 
ératoire). Rudler, Paris, France. Mém. Acad. de chir. 73:602, Nos. 
29 & 30, 1947. 

Concerning the Proceedings. On the Subject of Judine’s Technique in 
Esophagoplasty (A propos du _ procés-verbal. Sur la_ technique 
d’ oesophagoplastie de Judine). R. Gueullette, Paris, France. Mém. 


Acad. de chir. 74:43-44, Nos. 1 & 2, 1948. 


23. Breast 


References to Current Articles 

Carcinoma of the Breast. A Symposium. Lancet. 2:872-78, Dec. 13, 1947. 

Evaluation of Skin Grafting in the Technique of Radical Mastectomy in 
Relation to Function of the Arm. Charles G. Neumann and Herbert 
Conway, New York Hospital and Cornell University Medical College, 
New York, N. Y. Surgery 23:584-90, March 1948. 

Giant Intracanalicular Fibro-Adenoma of the Breast. Report of a Case. 
James C. Clarke, The McNeal Memorial Hospital, Berwyn, Ill. Ann. 
Surg. 127:372-76, February 1948. 

Carcinosarcoma of the Mammary Gland. Béla Halpert and Millington O. 
Young, University of Oklahoma, Oklahoma City, Okla. Surgery 
23:289-92, February 1948. 

Papilloma of the Breast. Edwin J. Bartlett, San Francisco, Calif. West. 
J. Surg. 56:12-15, January 1948. 

Infrared Photographic Study of the Superficial Veins of the Thorax in Re- 
lation to Breast Tumors. A Preliminary Report. Leo C. Massopust, 
Marquette University School of Medicine, Milwaukee, Wis. Surg., 
Gynec. & Obst. 86:54-58, January 1948. 

Testosterone Propionate in the Treatment of Pulmonary Metastases From 
Breast Carcinoma. Report of a Case. Alan Klass, Winnipeg, Man., 
Canada. Canad. M. A. J. 58:66-68, January 1948. 

Can the Auto-Transplantation of Mammary Tissues Provoke the Develop- 
ment of Tumor? (L’autotrapianto di tessuto mammario puo provocare 
Vinsorgenza di tumori?). Raffaele Lanteri, Rome, Italy. Ann. ital. di 
chir. 24:350-63, Fase. 7-8, 1947. 

Tuberculosis and Adenofibroma of the Mammary Gland (Tuberculosi e 
adenofibroma della ghiandola mammaria). Michelangelo Canavero, 


Genoa, Italy. Arch. ital. di anat. e istol. patol. 20:2-10, No. 1, 1947. 


24. Diaphragm 


References to Current Articles 


Congenital Defect of Left Diaphragm With Volvulus of Stomach and Trans- 
position of Viscera. E. Owen-Lloyd and Deiniol Roberts, Cardigan- 
shire General Hospital, Aberystwyth, Wales. Brit. M. J. 4525:485-87, 
Sept. 27, 1947. 
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Diaphragmatic Herniation of a Perirenal Lipoma. Case Report. John H. 
Walker, Mason Clinic, Seattle, Wash. Bull. Mason Clin. 2:16-18, 
March 1948. 

Severe Anaemia due to Diaphragmatic Hernia. N. J. Roussak, B. S. and 
S. Eden, Jewish Hospital, Manchester, England. Brit. M. J. 4531:733- 
33, Nov. 8, 1947. 


25. Abdominal Surgery 


REDUNDANT BLIND SEGMENTS OF INTESTINE AFTER SIDE- 
TO-SIDE ANASTOMOSIS WITH DIVISION OF THE BOWEL. 


B. Marden Black and Cecil G. McEachern, Mayo Clinic and Mayo 
Foundation, Rochester, Minn. Surg., Gynec. & Obst. 86:177-82, February 
1948. 


After the removal of a segment of bowel, several methods of restoring 
continuity of the intestinal tract are available. The use of side to side anas- 
tomosis after the inversion of the two cut ends is a standard, safe method; 
however, the possibility of complications arising from the preximal end 
has long been recognized. In experimental animals, dilatation and hyper- 
trophy of the redundant proximal segment occurs only if long (60 cm. or 
more) segments are left beyond the. anastomosis. The literature contains 
reports of few cases in which such redundant segments have produced 
clinical symptoms, but rupture following trauma, spontaneous rupture, and 
symptoms suggestive of partial obstruction of the bowel have been reported 
to have occurred. Only 5 cases in which symptoms could be definitely 
attributed to blind segments after side to side anastomosis had been per- 
formed between either the colon and small bowel or segments of small bowel 
are on record at the Mayo Clinic. In 1 case, an external fecal fistula from 
the end of the blind loop developed after right hemicolectomy and resection 
of the terminal portion of the ileum had been performed for regional en- 
teritis. In another case the blind proximal segment perforated approximately 
a year after extensive resection of the jejunum and side to side anastomosis 
had been performed because of mesenteric thrombosis. In another case, the 
patient had had intermittent attacks of cramping abdominal pain, vomiting, 
distention and constipation for four years after extensive resection of the 
small bowel because of gangrenous strangulation. The blind segment of 
ileum was found to measure 45 by 10 cm. In the fourth case the patient 
had had cramping abdominal pain and diarrhea for two years after a 
right hemicolectomy and resection of the terminal portion of the ileum 
had been performed The proximal inverted end of ileum was found to 
be moderately hypertrophied. The last patient in the group had had cramp- 
ing abdominal pains for approximately twelve months after right hemi- 
colectomy and resection of the terminal portion of the ileum had been per- 
formed because of regional enteritis. In this case the redundant segment 
of ileum was demonstrable on roentgenologic examination with barium. 
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In all clinical cases which have been reported, including those in the 
present series, some time elapsed between the operation and the develop- 
ment of the complication. In the absence of perforation, a fairly uniform 
syndrome, suggestive of partial intestinal obstruction, is observed. When 
the redundant loop is sufficiently hypertrophied, distention is evident clin- 
ically. In cases in which perforation does not occur, the diagnosis depends 
on the demonstration of the redundant loop by roentgenography after ad- 
ministration of barium by rectum. Restraint should be exercised in attribut- 
ing symptoms to short redundant segments, however. In most cases in which 
side to side anastomosis is performed some hypertrophy of the proximal 
segment develops distal to the site of anastomosis but this is not associated 
with symptoms. The scarcity of reported cases of serious complications, 
the rarity of serious complications in the cases observed at the clinic and the 
gross error of technic which must be made to produce the complications in 
animals are strong evidence that complications associated with the blind 
end of the proximal loop after side to side anastomosis are not of great 
importance and cannot be used to condemn the method. 7 references. 2 
figures. 

Author’s abstract. 

[A good report. Have had experience with 1 case following side to 
side anastomosis for regional ileitis. The symptoms cleared up after one 
year.—A. M. S. | 


AUSCULTATION IN ACUTE ABDOMINAL DISEASE. 


C. G. Rob, St. Thomas’ Hospital, London, England. Lancet 2:720-21, 
Nov. 15, 1947. 


Auscultation is of value in the examination of patients with acute ab- 
dominal conditions to determine whether peristalsis is present or not. If 
the sounds of peristalsis are heard over the entire abdomen no further aus- 
cultation is necessary; but if the sounds are not heard over the entire ab- 
domen or locally, auscultation must be done several times for two or three 
minutes at a time, until the presence or absence of peristalsis is definitely 
established. 

The results of auscultation in 250 patients with acute abdominal con- 
ditions and in 150 patients with abdominal war wounds are tabulated. The 
findings in these cases show that in acute appendicitis without perforation, 
peristalsis is present over the whole abdomen. With local peritonitis, ab- 
sence of peristalsis around the lesion (local silence) is the rule; in general 
peritonitis peristalsis is absent over the whole abdomen as a rule, although 
occasionally there may be only local silence around the primary lesion. 
Intestinal obstruction without strangulation causes an increase in peristalsis; 
when strangulation occurs the sounds of peristalsis may disappear either 
locally or generally; in 3 cases of obstruction with strangulation in the series 
there was a complete absence of abdominal peristalsis. In uncomplicated 
cases of hemoperitoneum, peristalsis is present over the entire abdomen, 
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although the sounds were sometimes faint; this is a valuable aid in differ- 
entiating this lesion from peritonitis. The presence of urine in the peri- 
toneal cavity from rupture of the bladder also did not abolish peristalsis. 
During convalescence from operation for peritonitis, auscultation to deter- 
mine the return of peristalsis after a period of silence is of value, as this 
is often the first indication that gastric or intestinal suction can be discon- 
tinued. 1 reference. 2 tables. 


References to Current Articles 


Abdominal Visceral Sensation in Man. Bronson S. Ray and Charles L. 
Neill, New York Hospital, New York, N. Y. Ann. Surg. 126:709-23, 
November 1947. Presents a study of pain and thermal sensitivity in 
patients in whom sympathectomy was done (for hypertension) with re- 
moval of splanchnic and ganglionated chains from Th 7 to L 3 on one 
or both sides. 33 references. 4 figures. 

Diagnosis of Adrenal Tumours. A New Chemical Test. Jocelyn Patterson, 
Charing Cross Hospital Medical School, London, England. Lancet 
2:580-81, Oct. 18, 1947. Describes a new color test for dehydroiso- 
androsterone in the urine. An excess of this substance is demonstrated 
in the urine in cases of adrenal tumor but not in adrenal hyperplasia. 
12 references. 

Foreign Bodies in the Intestinal Tract. Thomas J. Snodgrass, Pember Nuzum 
Clinic, Jamesville, Wis. Arch. Surg. 55:441-54, October 1947. Reports 
a case and summarizes 20 others reported in literature in which a 
toothpick or similar splinter of wood perforated the intestine, usually 
the large intestine; all these patients recovered after operation. 19 
references. 1 table. 

Mesenteric Cysts. A Review of the Literature and Report of a Calcified Cyst 
of the Mesentery. Arkell M. Vaughn, William M. Lees and James W. 
Henry, Chicago, Ill. Surgery 23:306-17, February 1948. 

Abdominal Surgery. Arthur W. Allen, Harvard Medical School and Massa- 
chusetts General Hospital, Boston, Mass. New England J. Med. 
238 :324-30, Mar. 4, 1948. 

Laboratory and Clinical Experiences with Streptomycin Therapy in the 
Management of Infections of Intestinal Origin. Henry L. Silvani, San- 
ford Rothenberg, Helen Warmer, Joyce Amluxen and H. J. McCorkle, 
University of California Medical School, San Francisco, Calif. Surg., 
Gynec. & Obst. 85:721-26, December 1947. 

Primary Torsion of the Omentum. I. Charles Zuckerman, Brooklyn, N. Y. 
Am. J. Surg. 75:637-39, April 1948. 

The Visceral Endopelvic Fascia and the Hypogastric Sheath. Eduard 
Uhlenhuth, Ph.D., Edward C. Day, R. Dale Smith, Ph.D. and Edmund 
B. Middleton, University of Maryland Medical School, Baltimore, Md. 
Surg., Gynec. & Obst. 26:9-28, January 1948. 

Fundamental Pains of the Intestine and its Organization in the Human (/1 
dolore fondamentale dell intestino e la sua organizzazione nell’uomi). 
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Gaetano Mangione and Inson Rosati, Firenze, Italy. Ann. ital. di chir. 
24:223-32, Fasc. 5-6, 1947. 

Tumors in the Mesentery (A Clinical Roentgenologic Contribution) [ Tumori 
nei mesentere. (Contributo di semiotica radiologica) |. C. Simonetti, 
Rome, Italy. Ann. ital. di chir. 24:338-49, Fase. 7-8, 1947. 

Endo-Abdominal Micro-Torsions. Clinical Contribution (Sulle microtor- 
sioni endoaddominali contributo clinico). Bruno Spatolisano, Porto 


Salvo, Italy. Ann. ital. di chir. 24:574-82, Fase. 11-12, 1947. 
26. Abdomnial Wall 


SURGICAL CLOSURE OF LARGE DEFECTS IN THE ABDOMINAL 
WALL (Operativnoe zakrytie bol’ shikh defektov bryushnoi stenki). 


N. I. Golubev, The Medical Institute of Saratov, U.S.S.R. Khirur- 
giya No. 12, 71-72, 1947. 


Various plastic methods are used: transplantation of the broad fascium 
or of a muscular flap on a stem. The muscle-aponeurotic tissue, or the apo- 
neurotic tissue alone, involve the use of the posterior sheet taken from the 
bed of the straight muscle (Wulstein), the anterior sheet (Heinrich), or 
both anterior sheets (bilateral removal: Vreden and Brunner). In 5 cases 
treated by Heinrich’s method the flap was cut out from the straight ab- 
dominal muscle bed (left side). A medial stem was made and bent to 
the affected area, then stitched to the edges of the wound with silk knots. 
A ventral rupture was thus treated without opening the peritoneum. Novo- 
caine anesthesia blocking the intercostal nerves was applied. 


27. Hernia 


FATAL INTESTINAL OBSTRUCTION FOLLOWING INJECTION 
TREATMENT OF AN INGUINAL HERNIA. 


Knowles B. Lawrence, Boston University School of Medicine, Boston, 
and Massachusetts Memorial Hospitals, Brookline, Mass. New England J. 
Med. 238:397-98, Mar. 18, 1948. 


The case history of a 57 year old man who developed signs and symp- 
toms of acute small intestinal obstruction following, and coincidental with, 
a course of sclerosing injections for a right inguinal hernia is described 
in detail. Although the obstruction was not apparently strangulating in 
character it was complete and it was impossible to decompress this patient 
with intestinal intubation. Operation was performed four days after the 
onset of the symptoms and the cause of the obstruction of the lower ilium 
was found to be a mass of fresh adhesions to the bowel at the internal in- 
guinal ring. Although this was satisfactorily released the patient died two 
hours postoperatively of undetermined causes. 

A study of the literature reveals that the injection treatment of hernia 
in general was much more popular ten or fifteen years ago than it is now 
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and that many thousands of apparently successfully treated cases were 
recorded at that time. Recently, however, the enthusiasm for this medical 
form of treatment has waned and various complications of the injections, 
such as the one found in this case, have been reported. It is felt that the 
injection treatment of hernia in general cannot be relied on as a satisfactory 
cure and that the treatment carries with it definite hazards in certain cases. 
4 references. 
Author’s abstract. 
[Am in full agreement.—a. M. s. | 


References to Current Articles 


Indirect Inguinal Hernia. A Contrast between the Sites of Recurrence 
after the Simple and after the Plastic Operation. C. Craig, Launceston 
General Hospital, Launceston, Tasmania. Australian & New Zealand 
J. Surg. 17:207-22, January 1948. Two series of cases (total 275) 
operated upon by the R. Hamilton Russell method are reported. There 
were 20 recurrences in the two series (19 indirect in type), indicating 
better results than after plastic operations. 25 references. 5 tables. 
6 figures. 

Repair of Sliding Inguinal Hernia Through the Abdominal (Laroque) Ap- 
proach. Carrington Williams, Medical College of Virginia Hospitals, 
Richmond, Va. Ann. Surg. 126:612-23, October 1947. 

Fatty Hernia. Report of Case. John C. Lillie and John M. Waugh, Mayo 
Foundation, Rochester, Minn. Proc. Staff Meet., Mayo Clin. 23:148-49, 
March 17, 1948. 

The Repair of Hernia. With Special Application of the Principles Evolved 
by Bassini, McArthur and McVay. Carl O. Rice, Minneapolis, Minn. 
and J. H. Strickler, University of Minnesota School of Medicine. Surg., 
Gynec. & Obst. 86:169-76, February 1948. 

Modified Indirect Inguinal Herniorrhaphy. David Weiss, New York, N. Y. 
Am. J. Surg. 75:465-68, March 1948. 

Incisional Hernia Repaired with Tantalum Gauze. Preliminary Report. 
Nelson C. Jefferson and U. G. Dailey, Provident Hospital, Chicago, II. 
Am. J. Surg. 75:575-79, April 1948. 

Use of Aponeurotic Flap in Inguinal Hernioplasty. Arthur A. Salvin, 
Sydenham Hospital, New York, N. Y. Am. J. Surg. 75:580-81, April 
1948. 

Amniotic Hernia. Henry G. Hollenberg, Little Rock, Ark. Surgery 23:363- 
68, March 1948. 

The Transverse Incision in Inguinal Hernia. William C. Beck, Guthrie 
Clinic, Sayre, Pa. Guthrie Clin. Bull. 17:126-27, January 1948. 

Consideration of a Case of Encarcerated Obturator Hernia (Considerazioni 
su un caso di ernia otturatoria strozzata). Nicola Petrina, Messina, 


Italy. Ann. ital. di chir. 23:406-422, Fasc. 10-12, 1946. 
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28. Peritoneum 


FAILURE OF THE PERITONEAL-BUTTON OPERATION FOR 
ASCITES. REPORT OF TWO CASES. 


Kenneth J. Welch, Peter Bent Brigham Hospital, Boston, Mass. New 
England J. Med. 237:735-37, Nov. 13, 1947. 


Two cases of hepatic cirrhosis, in a 57 year old male and a 46 year 
old male, necessitating repeated abdominal paracentesis for recurring ascites 
and managed surgically with a peritoneal-button are described. After two 
to four weeks, the results of these operations were considered negligible. 
There was found in both patients at autopsy a subcutaneous cystic space 
with a dense fibrous wall, which communicated with the peritoneal cavity. 
The similarity of the findings suggests that the formation of such a pocket 
follows a predictable histologic sequence. The limitation of the size of 
the cavity in each case to the limits of the surgical dissection suggested a 
factor of operative trauma with an attempt at repair. The subcutaneous 
pocket was maintained by a continual outpouring of fluid from the ab- 
dominal cavity. Because of the small area of surface exposed and the 
fibrous nature of the wall, little absorption occurred from the cavity. 

The peritoneal-button operation failed to provide an effective, sustained, 
slow clysis of ascitic fluid in these cases. 7 references. 2 figures. 


References to Current Articles 


The Treatment of Peritonitis. A Review of One Hundred and Eighty-Six 
Cases. Ralph H. Loe, Seattle, Wash. West. J. Surg. 56:200-204, April 
1948. 

A Modification of the Crosby-Cooney Operation for Intractable Ascites Due 
to Cirrhosis of the Liver. Jere W. Lord, Jr., New York, N. Y. J. A. M. A. 
136:767-77, Mar. 13, 1948. 

The Encapsulating Membrane of the Small Intestine. (Previously Known 
as Chronic Encapsulating Peritonitis) [La membrana incapsulante del 
tenue. (Gia detta: Peritonite cronica incapsulante)|. B. Sciacca, 
Rome, Italy. Arch. ital. chir. 69:1-46, Fasc. 1, 1947. 


29. Stomach and Duodenum 


LATE EFFECTS OF TOTAL GASTRECTOMY IN MAN. 
Robert M. MacDonald, Franz J. Ingelfinger and Helen W. Belding. 


Massachusetts Memorial Hospitals, and Boston University School of Medi- 


cine, Boston, Mass. New England J. Med. 237:887-96, Dec. 11, 1947. 


Intestinal motor function, intestinal absorption, pancreatic function, 
and the blood picture were studied in 3 patients with total gastrectomy. 
Two of the patients had survived ten and three years, respectively, and 1 
had survived total gastrectomy, splenectomy and partial pancreatectomy 
for five years. The cases are described. 
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All the patients have appetite and develop hunger. They are on an 
unrestricted mixed diet, but the food must be well chewed. None has dys- 
phagia. Radiologic and motility studies indicate that large jejunal reser- 
voirs, which may for long periods retain chyme, are apt to develop, 
perhaps as a compensation for the missing reservoir function of the stom- 
ach. Two patients showed a high normal fecal fat excretion, whereas the 
patient with partial pancreatectomy had a frankly abnormal output. Fat 
absorption was studied not only by feeding 40 to 60 Gm. of fat daily, but 
also by giving 300,000 vitamin A units orally. Two patients showed a 
normal increase of vitamin A, but the patient with partial pancreatectomy 
had a flat tolerance curve. There was delayed absorption of the vitamin in 
all 3 cases. The absorption of fat-soluble vitamin K was adequate. A normal 
nitrogen excretion was observed. Pancreatic enzyme studies yielded nor- 
mal values for secretion, except for the patient with partial pancreatectomy. 
No patient had symptoms of biliary tract disease. In general, the loss of 
fecal fat as may occur after total gastrectomy appeared not to be caused 
by deranged function of the biliary tract or pancreas. It is possible that 
fat absorption is impaired by mechanical disorders. Although complete 
vagotomy was done, the patients did not show the dire results predicted as 
sequelae of vagus section. 

Two patients developed a macrocytic, hyperchromic anemia after two 
and five years respectively; the other patient was normal but he had received 
liver after operation. The findings suggested the hypothesis that patients 
with total gastrectomy develop macrocytosis and hyperchromia if they 
live long enough after the operation. Macrocytic anemias seldom occur 
less than two years after operation but the reasons are unknown. 98 ref- 
erences. 5 tables. 4 figures. 

[/t is surprising how well the total removal of the stomach is tolerated 
by the human, frequently with little or no serious inconveniences. This in- 
teresting study as well as those of others on the late effects of total gastrec- 


tomy should add appreciably to our knowledge of the physiology of the 
stomach.—J. M. W. | 


ACUTE PERFORATION OF PEPTIC AND GASTRODUODENAL 
ULCERS. ANALYSIS OF 240 CASES OPERATED. (Les perforations 


aigués d’ulcéres gastro-duodénaux et peptiques; analyse de 240 cas opérés). 


Willy Smets and Edmond Henrotin, Hépital, Saint-Pierre, Brussels, 
Belgium. Acta chir. belg. No. 6:417-52, June 1947. 


In 241 cases of acute perforation of gastroduodenal ulcer admitted to 
the hospital from September 1935 to Dec. 31, 1945, 223 were males. The 
correct diagnosis was made preoperatively in all but 1 case, in which 
operation was done on a diagnosis of appendicitis. One patient died soon 
after reaching the hospital; the other 240 patients were operated on. Con- 
servative operation was the rule; suture of the perforation alone was done 
in 90 cases, and suture with omentoplasty in 128 cases; suture with gastro- 
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enterostomy was done in 3 cases; gastrectomy in 10 cases. Until 1940 
drainage was done as a rule; after 1941, drainage was done only in those 
cases in which more than eight hours had elapsed between the perforation 
and operation. 

There were 59 deaths in the series, a mortality of 24.6 per cent. In the 
majority of these cases (38 cases) death was due to peritonitis, sometimes 
complicated by pulmonary lesions. Autopsy was done in 33 of these 59 
fatal cases; multiple ulcers were found in 7 of these cases. In 4 cases 
death was due to adhesions around the drain. In 8 cases pulmonary compli- 
cations were the cause of death, and circulatory complications in another 
8 cases (including 2 deaths from shock during operation). 

The mortality of the last five years of the period was reduced to 21.37 
per cent as compared with 28.44 per cent; in 1945 it was only 4 per cent. 
The morality was much higher in callous ulcers (30 per cent) than in 
simple ulcers (6.6 per cent). In the 223 cases in which a conservative type 
of operation was done there were 54 deaths, a mortality of 24.2 per cent. 
In 10 gastrectomies there were 2 deaths, 1 due to shock, 1 to obstruction 
caused by the drain. 

Most of the surviving patients have been followed up since operation; 
in the cases in which a conservative operation was done, 42.8 per cent have 
been free from symptoms since operation; a second operation was neces- 
sary in 16.6 per cent. All the 8 patients who survived gastrectomy have been 
free from symptoms. Gastrectomy, however, is not indicated as a routine 
method in cases of perforating ulcer, especially not in simple duodenal 
ulcers in young patients. 33 references. 27 tables. 

[Undoubtedly with chemotherapy and the antibiotics now available 
the mortality from perforated peptic ulcer in Belgium and elsewhere will 
be under 5 per cent. The conservative handling is to be commended as it 
hardly seems necessary to submit a patient to the increased risk of gastrec- 
tomy when over 80 per cent of patients do not require it. This approximate 
figure was also obtained in Guthrie’s and Sharer’s study published over 
ten years ago.—J. M. W. | 


HAEMATEMESIS AND MELAENA WITH SPECIAL REFER- 
ENCE TO BLEEDING PEPTIC ULCER. 


F. Avery Jones, Central Middlesex County Hospital, London, England. 
Brit. M. J. 4525:477-32, Sept. 27, 1947. 


In 217 admissions for gastrointestinal hemorrhage in which the lesions 
were of the acute type, radiologic examination showed no evidence of gastric 
ulcer, and only 3 showed changes in the duodenal cap. Gastroscopy was 
successfully done in these cases after the cessation of bleeding. Gastric ulcer 
was found in 65 cases; the majority of these ulcers were small superficial 
flat ulcers, which would not have been demonstrated radiologically, even if 
radiologic examination was made the same day. While these acute gastric 
ulcers may cause hemorrhage, they usually heal rapidly. Comparison is 
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made between the 40 cases of acute ulcer of the flat superficial type and 40 
cases of chronic gastric ulcer. There was recurrent bleeding in 11 of the 
cases of acute ulcer and in 13 of the cases of chronic ulcer. 

In the treatment of peptic ulcer with gastrointestinal hemorrhage, 
sedation is employed only to keep the patient mentally calm; heavy sedation 
is avoided. A full history must be obtained from the patient or relatives. 
On the basis of the history, it is essential to decide whether operation is 
necessary if bleeding recurs. A semisolid puree diet is given by feedings 
every two hours or milk feedings (7-ounce) if preferred. Thirst and dehydra- 
tion are prevented by allowing one-third normal saline, flavored with fruit 
juice to be taken as desired, and always available to the patient. Aluminum 
hydroxide is usually given. In cases of chronic duodenal ulcer of long 
standing, a continuous milk drip may be used at first instead of feedings, 
or may be given only at night. In patients who are very ill, with the vomit- 
ing reflex decreased and the stomach distended with blood, the stomach is 
emptied with an esophageal tube and a Senoran’s evacuator. Vitamins B 
and C should be given, especially vitamin C in the more gravely ill patients. 
Drip blood transfusions are given as indicated. These methods of treatment 
have reduced the incidence of recurrent bleeding and also the mortality in 
bleeding ulcers. But emergency partial gastrectomy may be indicated in 
some cases of recurrent bleeding. 66 references. 7 tables. 

[ Most patients do well on such management and certainly a conserva- 
tive regimen is to be preferred if possible as gastric resection when indi- 
cated can be done with minimal risk in the interval. There are an appre- 
ciable number of patients, however, who continue to bleed while on such 
management. These should receive a massive transfusion and gastric re- 
section without delay. The operation will of necessity include removal of 


the ulcer and any type o “exclusion” rocedure is contraindicated.— 
y typ Pp 
J. M. W. | 


ROENTGENOGRAPHIC STUDIES OF THE GASTROINTESTINAL 


TRACT FOLLOWING SECTION OF THE VAGUS NERVES FOR PEP- 
TIC ULCER. 


Max Ritvo, Harvard Medical School and Boston City Hospital and 


Irving A. Shauffer, Boston City Hospital, Boston, Mass. New England J. 
Med. 238:496-501, Apr. 8, 1948. 


Dragstedt and his co-workers were the first to systematically employ 
supradiaphragmatic vagus resection in the treatment of peptic ulcer. Sev- 
eral investigators from 1923 to 1934 reported the effects of vagus resection 
on gastric acidity and motility both experimentally and clinically. Drag- 
stedt et al, Moore, and Grimson and Ruffin have reported the largest series 
to date. Postoperative gastric dilatation and atonicity was reported with 
a gradual return toward-the normal. Some cases of gastric dilatation and 
retention occurred which necessitated gastrojejunostomies. The reports 
were favorable both on subjective and objective healing of the hitherto 
intractable peptic ulcer. 
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Thirty men and 3 women varying in age from 21] to 57 had supra- 
diaphragmatic resection of the vagus nerves for intractable peptic ulcer 
at the Boston City Hospital. Twenty-six duodenal ulcers, one gastric ulcer, 
three marginal ulcers and three jejunal ulcers constituted the distribution 
ot the lesions. The patients were examined as soon as possible postopera- 
tively and at intervals thereafter determined by the cooperation of the pa- 
tients. The number of postoperative examinations varied from one to five 
per case. Fourteen months was the longest follow-up. 

Twenty-one patients with neither gastrectomy nor gastroenterostomy 
previously comprised the first group. Fourteen were examined within three 
weeks after vagus resection. Five were examined within three to six weeks 
after operation. These patients were followed from one month to fourteen 
months. In the early postoperative stages there was definite gastric dilata- 
tion and atonicity in most cases. Sluggish, ineffective and arrhythmic 
peristalsis or absent peristalsis was associated with the dilatation and 
atonicity. Emptying times, both initial and final were markedly increased. 

Three patients had gastroenterostomies prior to vagus resection. In 
these cases there was only slight dilatation of the stomach with small six 
hour gastric residues. Two patients had a gastroenterostomy after vagus 
resection; the 1 followed by us showed resultant good gastric tone and 
prompt emptying. 

Five patients with previous gastrectomies had vagus resection for in- 
tractable marginal and jejunal ulcers. Four cases in our series had vagus 
resection performed transabdominally; 2 having partial gastrectomies per- 
formed simultaneously and 1] having had a previous partial gastrectomy. 
Findings in these cases were similar to the analogous cases having had 
transthoracic vagus resection. An unusual finding was transient cardiospasm 
in the patient who had had the previous gastrectomy. 

Follow-up studies showed a return toward the normal in the above 
changes within six months to a year. Complete return to normal in all re- 
spects was not found in any case. The ulcers healed promptly after opera- 
tion. This was especially striking in the cases of stomal and jejunal ulcers in 
the patients with partial gastrectomy. The duodenal cap in patients with 
chronic duodenal ulcers showed dilatation and decrease in spasticity within a 
few weeks in some cases. The postoperative size of the small bowel was not 
remarkable in any case; the motility was slow apparently owing to the 
delay in emptying of the stomach. 21 references. 3 figures. 

Author’s abstract. 

[Such studies are very important aids in determining the place for 
vagotomy in the surgical management of duodenal ulcer.—.J. M. w. | 
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POST-OPERATIVE HYPOPROTEINEMIA AFTER GASTRECTO- 
MIES. 


Bjarne Fretheim, Rikshospital, Oslo, Norway and Drammen Hospital, 
Drammen, Norway. Acta chir. Scandinav. 96:1-122, Suppl. 130, 1947. 


After a brief survey of the literature the author presents his own inves- 
tigations on hypoproteinemia, especially when occurring in the postoperative 
period, in patients with ulcer or cancer of the stomach. At the same time 
the hematocrit values and the nonprotein nitrogen content have been ex- 
amined, the fluid intake and output recorded and the clinical developments 
carefully observed. 

It was found that in patients with gastric or duodenal ulcer the average 
concentration of total serum proteins was 0.3 Gm. per cent lower and in 
patients with cancer of the stomach 0.8 Gm. per cent lower than in healthy 
individuals. 

After subtotal gastrectomy for ulcer there was found a constant fall 
in the serum protein concentration and hematocrit values and a constant 
rise in the N.P.N. content. In the entirely uncomplicated cases these factors 
followed a constant course after subtotal gastrectomy, with a fall in serum 
protein concentration to the lowest values between the second and fourth 
day after the operation. On an average the lowest value was noted on the 
third day, showing a decrease of 1.1 Gm. per cent, namely, from 6.9 to 5.8 
Gm. per cent. Afterwards came a slower rise towards the normal figure. 
The hematocrit showed a similar course, with a somewhat larger percentage 
fall, on the average from 42 to 33 per cent, reaching the lowest value be- 
tween the second and fourth day, followed by a relatively more rapid rise 
than was seen in the serum protein content. The N.P.N. rose to the highest 
figure, on the average from 36 to 45 mg. per cent, between the second and 
fourth day after the operation and fall again to the normal value around 
the tenth day. 

The principal cause of these findings is supposed to be the hemorrhage 
during the operation and from the gastrojejunal anastomosis after the opera- 
tion, and then the postoperative intestinal paresis. In complicated cases the 
findings may differ from those mentioned above, i.e., where gastric retention, 
hemorrhages or perforating ulcer are present before the operation, or where 
complications arise during or, especially, after the operation. Here the 
laboratory findings differ from “the normal,” partly by a deeper fall in 
the serum protein concentration and longer duration of the hypoproteinemia, 
and most often similar findings as regards the hematocrit, partly by mutual 
divergencies in the values found for hypoproteinemia, hematocrit and 
N.P.N., especially in the form of a fall in the serum protein concentration 
with simultaneous rise in the hematocrit and N.P.N. values. This latter 
finding is always a bad prognostic sign which is usually seen in cases with 
fatal issue. 

Likewise in the complicated cases the most important cause of the 
hypoproteinemia and of the fall in hematocrit values is an unusually severe 
hemorrhage, followed by a greater degree of intestinal paralysis, possibly 
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as a consequence of peritonitis. In addition hereto come several other fac- 
tors, such as protein inanition, loss of protein-containing exudate, as well 
as infections. Disturbance in the formation of plasma proteins is also a 
factor that must also be taken into account. When a state of shock has 
developed there will be found a fall in serum protein concentration and a 
rise in hematocrit and N.P.N. values. 

As a consequence of the hypoproteinemia there has been found a 
tendency to edema and to postoperative gastric retention, as well as disturb- 
ances in the wound-healing process, with wound disruption. 

In the treatment of the hypoproteinemia it is important first of all to 
seek to prevent the development thereof by reducing the hemorrhage as 
much as possible. Special care must be taken to check the bleeding in the 
gastrojejunostomy and otherwise the operation must be made as lenient 
as possible. Intestinal functions should be started again as soon as possible 
after the operation, and protein should be administered orally. As the chief 
cause of the hypoproteinemia is hemorrhage, whole blood must be supplied 
when the fall in serum protein concentration and hematocrit values is greater 
or of longer duration than “normal.” 

In case of cancer of the stomach it is of more importance than in case 
of ulcer to pay attention and treat the preoperative hypoproteinemia. The 
postoperative fall in serum protein concentration and hematocrit values 
seems to be somewhat less marked in the uncomplicated cases of subtotal 
gastrectomy for cancer than for ulcer. This is in accordance with the com- 
mon experience that there is less bleeding in operations for cancer. On the 
other hand, the rise towards the normal takes place somewhat more slowly 
in case of cancer, partly on account of reduced depots of protein and partly, 
it is probable, owing to diminished capacity for new formation of serum 
proteins and hemoglobin. Otherwise it may be said that, on the whole, the 
same factors come into play in cancer and in ulcer patients. 

[After a strict preoperative and postoperative regimen had _ been 
adopted on the basis of these investigations, and at the same time we began 
to employ “resection for exclusion” (Finsterer) in case of duodenal ulcers 
which were very difficult to remove, the mortality in subtotal gastrectomy 
for ulcer has come down from the formerly noted 5.4 per cent to 0.5 per 
cent for the last six hundred resections performed]. 111 references. 25 
tables. 8 figures. 

Author’s abstract. 

[Unquestionably, the liberal use of whole blood before, during and 
after operation in those patients with anemia and hypoproteinemia has 
probably been the single greatest factor in lowering the mortality of gastric 
resection during the past decade.—J. M. W. | 
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HYPERTROPHIC PYLORIC STENOSIS. 


Arthur A. Schaefer and John Erbes, Milwaukee Children’s Hospital, 
Milwaukee, Wis. Surg., Gynec. & Obst. 86:45-53, January 1948. 


Two hundred and forty-eight cases of pyloric stenosis have been ad- 
mitted to Milwaukee Children’s Hospital between June 1924 and May 1947. 
The Fredet-Ramstedt pyloromyotomy was done on 233; 15 were not operated 
upon. 

Projectile vomiting, visible peristaltic waves, and a palpable pyloric 
tumor were important in making the diagnosis of this condition. A palpable 
tumor is considered positive evidence of pyloric stenosis, but tumors were 
palpated in only 63 per cent of cases in this series, so a more reliable 
diagnostic procedure was sought for. Roentgenologic examination was 
found to be almost 100 per cent reliable. “Prepyloric narrowing” and the 
“string sign,” found on roentgen examination, give an exact picture of the 
stenosed pyloric canal and are not simulated by any other condition during 
infancy. Probably the greatest aid in the reduction of operative mortality 
rate, during the past ten years, has been early diagnosis and adequate pre- 
operative care. 

Pyloric stenosis is no longer considered an emergency. Operation is 
frequently postponed for twenty-four to forty-eight hours in a particularly 
dehydrated individual, while fluids are given to hydrate the patient and 
reestablish electrolyte balance. During the past few years, it has been 
routine at this hospital to give the patient a blood transfusion before leaving 
the operating room. This transfusion corrects the depleted serum protein 
and brings the lowered red blood cell count and hemoglobin values up to 
a satisfactory level, giving the patient an added boost to carry him through 
the immediate postoperative period until he can care for his own nutritional 
requirements. We believe that this procedure has been very instrumental 
in lessening postoperative complications and at the same time in making 
for an easier convalescence. 

Biopsy specimens were taken of the pyloric tumor at the time of 
operation in 72 cases during the past five years. Microscopic study of these 
specimens revealed that there was hypertrophy of the longitudinal as well 
as the smooth muscle fibers that made up the tumor. 

Considerable controversy exists, concerning the proper postoperative 
feeding schedule, between those who would start immediate full formula 
feedings and those who would give nothing by mouth for the first twenty- 
four hours after operation. Our routine postoperative feeding schedule has 
been a compromise between these two extremes. 

The most frequent complication in this series and the one most com- 
monly warned against in the literature is accidental perforation of the 
duodenal mucosa, during the operation. This complication occurred twenty- 
one times in this series of cases. 

There were 5 cases of recurrence in our series. Three of these received 
both their first and second operation here. The 2 remaining were operated 
upon elsewhere the first time and came to Milwaukee Children’s Hospital for 








426 QUARTERLY REVIEW OF SURGERY 





their second operation. There were 9 deaths among the 233 patients treated 
surgically, giving an operative mortality rate of 3.8 per cent. There has 
been no death during the past ten years and 172 patients have been operated 
on consecutively without a fatality. 20 references. 3 tables. 3 figures. 
Author’s abstract. 
|The response of the infant with hypertrophic pyloric stenosis to the 
Fredet-Ramstedt operation is one of the most gratifying of all surgical 
procedures. In experienced hands the mortality is and should be zero.— 
J. M. W. | 


AN EXPERIMENTAL EVALUATION OF LIGATURE OF STOM- 
ACH VESSELS FOR PEPTIC ULCER. 


Ivan D. Baronofsky, University Hospitals, Minneapolis, Minn. Gastro- 
enterology 10:301-304, February 1948. 


Among the more recent methods of surgical therapeusis of peptic ulcer 
“physiologic gastrectomy” has been proposed and practiced. This entails 
ligature of the arteries on the lesser curvature in toto, and about five out of 
every six of the small branches which run from the gastro-epiploic arteries 
to the stomach wall. This procedure has been put to test by the use of 
histamine-in-beeswax. Five healthy dogs were used. The arteries ligated 
in all animals consisted of the left gastric artery and both gastro-epiploics. 
No protection from ulcer was offered any of the animals and histamine-in- 
beeswax was injected. Two of the animals succumbed from peritonitis due 
to perforated ulcers while the remaining 3 which survived the forty day 
period all had ulcers. Thus experimentally, “physiologic gastrectomy” has 
not proved to be effective as a protecting operation for ulcers. 7 references. 
1 table. 1 figure. 

Author’s abstract. 

[As yet there is no one surgical procedure so effective either clinically 
or experimentally for the control of peptic ulceration as is subtotal gas- 
trectomy. The operative mortality is low and the late results excellent when 
care is taken to remove the distal 75 per cent of stomach.—J. M. w. | 


References to Current Articles 


Aluminum Hydroxide and Magnesium Trisilicate Plus Mucin in the Treat- 
ment of Peptic Ulcer. Gastroscopic and Clinical Studies. Leo L. Hardt 
and Leonard P. Brodt, Loyola University School of Medicine, Chicago, 
Ill. Arch. Surg. 55:584-89, November 1947. Thirty-four patients 
treated with this antacid and mucin preparation showed favorable 
clinical response. In 2 large gastric ulcers were completely healed in 
six weeks. 6 references. 3 figures. 

Demonstration at Operation of Sphincteric Action at the True Gastric Stoma. 
Charles S. Kennedy, Roland P. Reynolds and Meyer O. Cantor, De- 
troit, Mich. Am. J. Surg. 74:808-10, December 1947. 


Acute Gastroduodenal Perforations. Plan for Post-Operative Treatment. 
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Philip Treiger, St. Mary of Nazareth Hospital, Chicago, Ill. Am. J. 
Surg. 74:459-61, October 1947. 

Leiomyosarcoma of the Stomach. Case Reports. Paul L. Shallenberger 
and John H. Doane, Guthrie Clinic, Sayre, Pa. Guthrie Clin. Bull. 
17:59-64, October 1947. 

The Effect of Surgical Interruption of the Gastric Blood Flow upon Gastric 
Secretion and the Prevention of Experimental Peptic Ulcers. Harry 
H. LeVeen, New York University College of Medicine, New York, 
N. Y. Surg., Gynec. & Obst. 86:164-68, February 1948. 

Gastric Cancer. Comparison of Gross and Microscopic Differences Between 
Short Term and Five Year Survivors after Gastrectomy. Paul E. 
Steiner, Samuel N. Malmon, Walter L. Palmer and Joseph B. Kirsner, 
University of Chicago, Chicago, Ill. Proc. Inst. Med. Chicago. 16:461- 
63, Nov. 15, 1947. 

Report of Prolonged Follow-up Study of Two Patients Who Underwent 
Partial Gastrectomy When Young. Paul McGuff, Mayo Foundation 
and Carl G. Morlock Mayo Clinic, Rochester, Minn. Gastroenterology 
9:307-12, September 1947. 

Hypertrophic Pyloric Stenosis. Richard Bendix and Heinrich Necheles. 
Proc. Inst. Med. Chicago 16:444, Oct. 15, 1947. 

The Present Status of Investigations on Peptic Ulcer. Report of a Survey 
by the National Committee of the American Gastroenterological Asso- 
ciation for the Study of Peptic Ulcer. David J. Sandweiss and Meyer 
A. Gutterman, Detroit, Mich. Gastroenterology 9:335-56, October 
1947. 

The Anatomy of the Peri-Esophageal Vagi. Henry Doubilet, B.G.P. Shafi- 
roff and John H. Mulholland, New York University College of Medi- 
cine, New York, N. Y. Ann. Surg. 127:128-35, January 1948. 


30. Small Intestines 


References to Current Articles 


Primary Tumors of the Jejunum and Ileum. John H. Eckel, New York, 
N. Y. Surgery 23:467-75, March 1948. 

An Apparatus for Drainage of a Temporary Ileostomy. R. M. T. Walker- 
Brash (Lt., R.A.M.C.), St. Bartholomew’s Hospital, London, England. 
Brit. M. J. 4527:572-72, Oct. 11, 1947. 

Jejunitis Acuta—lleitis Regionalis Acuta. Chr. Byrnjulfsen, Bergen City 
Hospital, Bergen, Norway. Acta chir. Scandinav. 96:361-87, 1948. 

Solitary Neurinoma of the Small Intestine. Werner Méller, Central Hos- 
pital, Boras, Sweden. Acta chir. Scandinav. 96:1-11, Fase. 1, 1947. 

Massive Resection of the Small Intestine. H. D. Cogswell, Thomas-Davis 
Clinic, Tucson, Ariz. Ann. Surg. 127:377-82, February 1948. 

High Intestinal Fistula and Its Treatment by the Use of a Pauls Tube. 
Edward G. Joseph, Hadassah University Hospital, Jerusalem, Palestine. 
Am. J. Surg. 76:640-42, April 1948. 
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Megaduodenum (Clinical Study) [Sul megaduodeno (Studio clinico) |. 
Attilio Basile, Palermo, Italy. Ann. ital. di chir. 24:233-45, Fase. 5-6, 
1947. 

Concerning a Case of Diverticulum of the Duodenum (A propos d’un cas de 
diverticule du duodénum). J. Van Geertruyden, Brussels, Belgium. 
Acta chir. belg. 46-39:766-75, December 1947. 

Complete Traumatic Resection of Ileum without Penetration of the Ab- 
dominal Wall. Report of a Case. Paul Teng, National Chungking 
Central Hospital, Chungking, China. West. J. Surg. 56:VIII, February 
1948. 

A Case of Suprarenal Pheochromocytoma Clinically Diagnosed and Cured 
by Operation. Nils Alwall and H. B. Wulff, University Hospital, Lund, 
Sweden. Acta chir. Scandinav. 96:337-44, 1948. 

Meckel’s Diverticulum as an Acute Surgical Emergency. Charles Hugh Ma- 
guire, University of Louisville School of Medicine, Louisville General 
Hospital and Children’s Free Hospital, Louisville, Ky. Arch. Surg. 
56:65-74, January 1948. 


31. Appendix 


APPENDICITIS MATERIAL AT THE KAROLINSKA SJUKHUSET 
1940-1944. 


Tore Ekstrém, Karolinska Sjukhuset, Stockholm, Sweden. Acta chir. 
Scandinav. 96:62-74, Fasc. 1, 1947. 


A report on 2,349 cases (1,113 from the Surgical Clinic and 1,236 
from the Military Department) is presented and is divided into: (1) acute 
appendicitis; (2) appendiceal abscess; (3) appendectomy on the diagnosis 
of acute appendicitis in which the appendix proved not to be inflamed; (4) 
so-called chronic appendicitis. The mortality for the whole series was 0.38 
per cent +0.01 per cent. 

One thousand six hundred and four cases of acute appendicitis were 
operated upon. The percentage of perforations (7.4) was unusually low, 
which is explained by the fact that the material represents a large urban 
population with consistently short histories. The temperature, sedimenta- 
tion rate and white blood count were showed to be of secondary importance 
in the diagnosis of acute appendicitis. The mortality for acute appendicitis 
was remarkably low (0.44 per cent 0.16 per cent); for nonperforated 
appendicitis (0.20 per cent +0.12 per cent); for perforated appendicitis 
(3.4 per cent +1.7 per cent). The postoperative therapy and especially 
chemotherapy ought to have contributed to the low mortality. 

Of the 33 cases of appendiceal abscess treated, 17 were only drained 
and 2 had appendectomies as well. When possible the abscesses were 
treated conservatively and appendectomy advised at a later date. One 
death of cardiac insufficiency in a 73 year old patient occurred. 

Four hundred and forty-nine cases of noninflated appendix were op- 
erated upon on the diagnosis of acute appendicitis. The most common cause 
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of mistaken diagnosis was various bowel infections. In this study females 
were in a significant majority (68 per cent). One death occurred in this 
group, but was not related to the operation itself. 

Two hundred and sixty-three cases with chronic appendicitis were 
operated upon. Females comprised four-fifths of the Clinic cases. In 20 
per cent the appendix was normal. Follow-up studies showed the final result 
to be good in that four-fifths were absolutely symptom-free. The best results 
were obtained in the cases with active chronic inflammation in the appendix 
and in cases with a typical history. No death occurred among those operated 
upon. 17 references. 12 tables. 


Author’s abstract. 


References to Current Articles 

Diagnosis of Acute Appendicitis in the Tropics. Carl P. Schlicke (Lt. Col., 
M.C., A.U.S.), and Samuel B. Harper (Capt., M.C., A.U.S.). Am. 
J. Surg. 75:582-84, April 1948. 

Survey of Some Aspects of Appendicitis. James Y. McCullough, St. Ed- 
wards Hospital, New Albany, Ind. Am. J. Surg. 75:453-56, March 
1948. 

Septic Appendical Peritonitis and Fluid Balance. T. Hiertonn, Central Hos- 
pital, Orebro, Sweden. Acta chir. Scandinav. 96:224-32, Fase. 3, 1947. 

Acute Appendicitis in Pregnancy. Edwin S. Hoffman and Masamichi 
Suzuki, The Grace Hospital, Detroit, Mich. Grace Hosp. Bull. 26:25- 
46, January 1948. 

Hemorrhagic Infarction of the Greater Omentum Simulating Acute Ap- 
pendicitis. A Report of Two Cases. Franklin I. Harris, Theodore 
Diller and Sanford A. Marcus, Mount Zion Hospital, San Francisco, 
Calif. Surgery 23:206-210, February 1948. 

Penicillin Therapy in Peritonitis Due to Ruptured Appendices. Preliminary 
Report of 80 Cases. C. S. Kennedy, James H. McCadie and Thomas 
C. Arminski, Grace Hospital, Detroit, Mich. Grace Hosp. Bull. 25:107- 
13, July 1947. 

Abscesses of the Abdominal Cavity Postoperative to Appendectomies under 
Refrigeration Anesthesia (Abscesos de la cavidad abdominal en el 
postoperatorio de los apendicectomizados en frio). Alejandro Parada, 


Argentina. Octavo Congreso Chileno de Cirugia, pp. 219-23, March 
1947. 


32. Colon and Rectum 


ONE-STAGE RESECTION AND ANASTOMOSIS OF THE COLON 
UTILIZING THE FURNISS CLAMP. 


J. William Hinton and S. Arthur Localio, New York, N. Y. Amn. 
Surg. 127:12-27, January 1948. 


Colonic resection has been done in one stage with the Furniss clamp 
without a proximal colostomy or ileostomy in cases of carcinoma of the 
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colon or ulcerative colitis without obstruction. This type of resection is 
not suitable for cases of obstruction. 

In cases selected for one stage resection, preoperative preparation 
takes five to seven days. In this period deficiencies in fluid and electrolyte 
balance and vitamins are corrected; and anemia and hypoproteinemia are 
treated; the stores of tissue protein are replenished. Each patient is given 
daily 2,000 cc. of amigen, 500 mg. of ascorbic acid and 200 mg. of vitamin 
B complex parenterally; a high protein, low residue diet is given. Anemia 
is treated by whole blood transfusion. For the first two days of preoperative 
preparation purging with magnesium sulfate is carried out; and for the 
whole period 12 Gm. of succinylsulfathiazole are given daily. At operation 
the colon is collapsed and free from fecal matter. 

At operation, excess fat and appendices epiploicae are removed from 
the region of the proposed line of suture. With malignant tumors, the 
growth with the regional lymph nodes must be removed. The resection 
must be done so as to preserve an adequate blood supply. An end to end 
anastomosis is done except when the right colon is resected, then an end to 
side anastomosis is done. In resection of the right colon, the Furniss clamp 
is placed across the ileum and a tented portion of the transverse colon. 
Otherwise the clamp is placed at a 45 degree angle to the antimesenteric 
border. The colon is resected flush with the Furniss clamp. Interrupted 
fine cotton sutures are used for the anastomosis, as the authors consider 
that nonabsorbable sutures give “firmer, faster and more accurate union” 
in intestinal anastomosis. Cotton sutures are also employed for closure of 
the abdominal wall. Drainage has not been found to be necessary. 

A transfusion of whole blood is given immediately after operation. 
A Levine tube is left in the stomach; fluids are permitted by mouth, exces- 
sive gastric residue being siphoned off by the Levine tube. An infusion of 
amigen and glucose is employed to maintain nutrition; as each liter of 
amigen contains 2.5 Gm. sodium chloride; salt retention and tissue edema 
are prevented by giving additional fluid as glucose in distilled water. When 
gas passes by rectum, “the Levine tube is removed, and parenteral feeding 
is gradually discontinued as oral feeding is increased; low residue foods 
can usually be given by the third day. ( Cathartics and enemata are not em- 
ployed; if necessary a glycerin suppository is employed to stimulate the 
lower colon; the bowels usually move spontaneously between the third and 
fifth days. Patients are ambulatory by the first postoperative day and en- 
couraged to use bathroom facilities. Succinylsulfathiazole is given. 

In the first series of 26 cases in which this operation was employ ed there 
was | postoperative death due to pulmonary embolism on the fifth day. 
There were 3 postoperative abdominal complications, including 2 cases of 
obstruction, 1 relieved by intestinal intubation and 1 requiring ileostomy, 
and 1 case of peritonitis complicated by intraperitoneal abscess and a fecal 
fistula, requiring hospitalization for seventy-six days. The postoperative 
stay in the hospital in this series varied from seven to seventy-six days, 
averaging nineteen days. Since this report was prepared and submitted 
for publication an additional series of 24 cases have been operated on by 
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this method, 21] for malignant lesions and 3 for benign lesions. There were 
no postoperative intestinal complications and no deaths in this series; the 
average postoperative hospital stay was 13.8 days. For the entire series 
of 50 cases, the mortality was 2 per cent; incidence of postoperative ab- 
dominal complications; 6 per cent; and average hospital stay, seventeen 
days. 36 references. 2 tables. 24 figures. 


MULTIPLE PRIMARY MALIGNANT LESIONS OF THE LARGE 
BOWEL. 


Donald Guthrie, George W. Hawk and Jose Gonzales Quijano, Guth- 
rie Clinic, Sayre, Pa. Guthrie Clin. Bull. 17:97-104, January 1948. 


The simplest way to divide multiple carcinomas of the colon is into 
two groups and this classification is generally accepted: (1) those cases 
in which multiple cancers occur simultaneously (synchronous); (2) in 
which multiple cancer occurs at different times (metachronous). In the 
2 cases presented here, 1 belonged to the first group and the final diagnosis 
was reached at the time of operation; the other case belonged to the second 
group, having two different primary lesions in the same organ with an 
interval of seven months. 

In the first case, the patient died of pulmonary embolism, nine days 
postoperative. The postmortem report was: Cause of death—multiple 
pulmonary emboli. The ileotransverse colostomy was well healed. In the 
cecum there was a bulky extraluminary lesion firmly adherent to the peri- 
toneal wall. The gross appearance of this lesion was that of a colloid 
adenocarcinoma. In the transverse colon a napkin ring annular type of 
scirrhous carcinoma was present. Permanent section of tissue from the 
cecal tumor mass showed a liposarcoma; the transverse colon lesion proved 
to be a scirrhous adenocarcinoma. The bowel was slightly dilated. The 
stomach showed a well healed ulcer without obstruction; rectum and small 
bowel were normal. There were many atheromatous plaques in the aorta. 
The veins of the legs and pelvis showed thrombi. 

In the second case, the diagnosis was stenosing cancer of the trans- 
verse colon. Operation was performed and a permanent section showed 
adenocarcinoma, grade I. The patient was discharged on the sixteenth 
postoperative day. Seven months after this operation, the patient was 
readmitted to the hospital, complaining of fullness in the hypogastrium and 
a pressure sensation in the pelvis. On abdominal palpation, a suprapubic 
mass was found, about the size of a four and a half months pregnancy, 
slightly to the left of the midline. Upon vaginal examination, the uterus 
was found to be normal in size. The mass to the left of the midline was 
thought to be an ovarian cyst and, due to the rapid growth, the diagnosis of 
papillary cystadenoma was entertained. A roentgenogram of the abdomen 
reinforced the diagnosis of a pelvic tumor. mass with areas of calcification. 

At operation, under spinal anesthesia, a tumor of the left ovary was 
found, not adherent. The uterus was studded with varying sized fibro- 
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adenomas. Just above the rectosigmoid junction there was a firm concave 
mass about 2 inches in length involving or encircling about one-half of the 
bowel and suggesting carcinoma. A panhysterosalpingo-oophorectomy was 
performed with a secondary appendectomy. The pathologic report was 
fibromyoma of the uterus and adenocarcinoma of the ovary, grade III, 
highly malignant and showed sufficient evidence-to be a metastatic tumor. 

The patient had an uneventful recovery from this operation and, on 
the ninth postoperative day, a barium enema study was made. A filling 
defect at the junction of the rectosigmoid region, suggesting carcinoma, was 
found. It was then decided to resect the colon. On the sixteenth day after 
the panhysterectomy, the patient was operated upon again and a constrict- 
ing lesion was found in the rectosigmoid region which was thought to be 
a primary lesion. The surgical procedure was a very difficult one. Per- 
manent section showed primary adenocarcinoma, grade III. The patient 
was discharged on the twenty-first postoperative day after the anterior resec- 
tion of the colon. Six and one-half months later, the patient was again seen 
in the clinic, enjoying good health. There was no abdominal distention and 
no area with tenderness. Occasionally, the patient expelled a small amount 
of bloody mucus with the bowel movements. 

Note. Since the publication of this paper, this patient was again 
admitted to the hospital on Feb. 12, 1948, with acute intestinal obstruction 
for which an immediate cecostomy was performed. On February 24, a one 
stage abdominoperineal resection was performed for adenocarcinoma of the 
rectal ampulla, and the patient was discharged on Mar. 27, 1948. Her gen- 
eral condition was good. 2 references. 2 figures. 

Author’s abstract. 


PRIMARY RESECTION OF THE COLON AND RECTUM WITH 
PARTICULAR REFERENCE TO CANCER AND ULCERATIVE COLITIS. 


Owen H. Wangensteen and Robert W. Toon, University of Minnesota 
Medical School, Minneapolis, Minn. Am. J. Surg. 75:384-404, February 
1948. 


The experience with restoration of intestinal continuity and preserva- 
tion of the anal sphincters after excision of primary cancer and other in- 
herent pathology of the rectum and adjacent low pelvic colon has been 
reviewed for the last five years. Several conclusions seem warranted as 
the result of this study. 

Satisfactory rectal continence and consistent preservation of normal 
sex functions are quite uniform following both the abdomino-anal pull 
through operation and particularly the resection and direct end to end 
anastomosis. Such a satisfactory anastomosis can be made as low as 3 cm. 
above the ano-rectal line. For all malignant lesions in the low pelvic colon 
14 to 20 em. above the anus the conservative operation affords the patient 
as satisfactory a prospect of cure as does the conventional abdomino-perineal 
resection. No local recurrences have been observed in this group. 
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The conservative operation is not a good procedure for primary cancer 
whose lowest border is 8 cm. or less from the anal canal, primarily because 
it does not deal as effectively with the lateral spread as does the Miles opera- 
tion. About 70 per cent of the local recurrences after the conservative op- 
eration occurred in the group with lesions below 8 cm. suggesting that 
salvage of the rectal sphincter was accomplished at the risk of failing to 
cure the cancer. 

For lesions in the mid rectum that are not fixed to surrounding struc- 
tures by local invasion the conservative operation would appear to be as 
satisfactory as the abdomino-perineal resection. In the group in which 
five years have elapsed since primary resection and anastomosis for car- 
cinoma of the rectum the survival rate is 75 per cent. 

Resection and primary anastomosis as low as 3 cm. is not only a 
feasible procedure in dealing with nonmalignant lesions requiring resection 
of the rectum but it also offers a preservation of normal intestinal con- 
tinuity and sphincteric function. The experience with its use in the therapy 
of chronic ulcerative colitis and a miscellany of other conditions is briefly 
reviewed. 13 tables. 

Author’s abstract. 


References to Current Articles 

Modern Technics in Colon Surgery. John Carnett Howell, Graduate School 
of Medicine, University of Pennsylvania, Philadelphia, Pa. S. Clin. 
North America 27:1416-26, December 1947. 

The Surgical Management of Ulcerative Colitis. L. Kraeer Ferguson and 
Robert F. Welty, Graduate School of Medicine, University of Penn- 
sylvania, Philadelphia, Pa. S. Clin. North America 27:1427-34, 
December 1947. 

The Arterial Supply of the Distal Colon Pertinent to Abdominoperineal 
Proctosigmoidectomy with Preservation of the Sphincter Mechanism. 
Harry E. Bacon and Caleb H. Smith, Temple University Medical 
School and Hospital, Philadelphia, Pa. Ann. Surg. 127:28-33, Janu- 
ary 1948. 

Foreign Body Perforation of the Sigmoid Simulating Carcinoma. Adolph 
Meltzer and Donald B. Hackel, Boston, Mass. Am. J. Surg. 74:824-26, 
December 1947. 


A Contribution to the Operative Treatment (Resection) of Cancer of the 
Rectum. Frederik Koch, Surgical Clinic, Malm6, Sweden. Acta chir. 
Seandinav. 95:145-55, January 1947. In 276 cases, 55 per cent 
were operable; resection with preservation of the sphincter was done 
in one stage in 66 cases. The hospital mortality was 30 per cent; five 
year cure rate 50 per cent. 34 references. 3 figures. 

Ischaemic Infarction of the Left Colon. Frank B. Thomson, Vancouver, 
B. C., Canada. Canad. M. A. J. 58:183-85, February 1948. 

The Challenge of Colitis. D. E. Rodger, Regina, Sask., Canada. Canad. 
M. A. J. 58:153-56, February 1948. 
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Adjuvants to Surgical Therapy in Large Bowel Malignancy. I. S. Ravdin, 
Harold A. Zintel and Doris H. Bender, University of Pennsylvania, 
Philadelphia, Pa. Ann. Surg. 126:439-47, October 1947. 

Carcinoma of the Left Colon. Donald D. Campbell, McGregor Clinic, 
Hamilton, Ont., Canada. Canad. M. A. J. 57:537-40, December 1947. 

Bacillary Dysentery and Ulcerative Colitis. Their Occurrence Among Mili- 
tary and Associated Personnel, World War Il. Joseph Felsen and 
William Wolarsky, Bronx Hospital, New York, N. Y. Gastroenterology 
9:557-61, November 1947. 


33. Intestinal Obstruction 


SURGICAL MANAGEMENT OF IRREDUCIBLE INTUSSUSCEP.- 
TION. 


Charles W. McLaughlin, Jr., Omaha, Neb. Arch. Surg. 56:48-57, 
January 1948. 


Intussusception is irreducible in approximately 12.4 per cent of the 
cases. Factors in the frequency of irreducibility are delay in diagnosis, 
location of the intussusception, and multiple intussusceptions. Various 
types of surgical correction for irreducible intussusception have been used, 
but the method most commonly used and carrying the lowest mortality 
is resection with immediate anastomosis, usually of a lateral type. 

The highest mortality associated with irreducible intussusception oc- 
curs in children under | year of age. Shock and toxemia are the common 
postoperative causes of death. Successful surgical management in a child 
8 months of age is reported. Prolonged attempts at reduction lead to a 
high mortality. After a fair, limited effort is made to reduce an intus- 
susception, resection and anastomosis should be done without delay. 

Improvements in surgical technics and in pediatric care, and the use 
of chemotherapy and antibiotics contribute to the lowering of the mortality 
rate in cases of irreducible intussusception. 4 figures. 3 tables. 


ENDOMETRIOSIS AS A CAUSE OF INTESTINAL OBSTRUCTION. 


Paul McGuff, Malcolm B. Dockerty, John M. Waugh and Lawrence 
M. Randall, Mayo Foundation and Mayo Clinic, Rochester, Minn. Sureg.. 
Gynec. & Obst. 86:273-88, March 1948. 


An analytic clinical and pathologic study of 16 patients with intestinal 
obstruction caused by endometriosis is presented. Their average age was 
39.5 years. Symptoms had existed for an average of six and a half years and 
a maximum of eighteen years. Four patients had typical symptoms of 
acute and another 6 symptoms of severe partial intestinal obstruction. The 
remaining 6 had intermittent symptoms of a progressively increasing intes- 
tinal obstruction. 

Symptoms considered to be preobstructive were intermittent constipa- 








— Oo -F- & =| 


~ a -«- 


As 


ee ae ae ae ee ee 


at, tet, tir _— 











QUARTERLY REVIEW OF SURGERY 435 





tion, worse during the menstrual period, intermittent diarrhea, or alternating 
constipation and diarrhea, and bloody stools during menstruation. Infer- 
tility was common and 9 patients complained of absolute sterility. Severe 
acquired dysmenorrhea was present in 8 cases and 5 patients had rectal 
pain or pain on defecation. Menorrhagia existed in 4 cases. 

This condition should be considered in every case of intestinal obstruc- 
tion in women 30 to 50 years old. A long history of intestinal symptoms 
with frequent exacerbations during the menstrual periods are important 
diagnostically. Lower abdominal pain, distention and severe constipation 
are usually present. This condition can usually be diagnosed on the clinical 
history plus digital and sigmoidoscopic examination with roentgenograms 
of the terminal ileum and colon. Palpable, tender nodules or a firm tumor 
in the rectovaginal septum plus uterine fibroids and bilateral ovarian cysts 
indicate endometriosis as the cause of intestinal obstruction. The two most 
important diagnostic points when the lesion is low are finding an extra- 
rectal mass and intact puckered mucosa by sigmoidoscope and a roentgeno- 
gram of the colon showing a long, inconstant filling defect with sharp, 
irregular borders and an intact mucosa. The diagnosis may be confirmed 
by biopsy of the vaginal vault if the lesion is in the rectovaginal septum 
and there is no vaginal involvement. Rectal biopsy is usually negative, 
only inflammation being reported. Obstruction of the ileum usually results 
from kinking caused by the endometriosis while sigmoid obstruction usually 
follows an impingement of the endometrioma into the intestinal canal. 

Treatment is surgical. A preoperative diagnosis of endometriosis as the 
cause of colonic obstruction usually eliminates the need of intestinal resec- 
tion, bilateral oophorectomy or panhysterectomy with or without a temporary 
colostomy being done. Ileal resection with or without preliminary enteros- 
tomy is preferred for obstruction of the ileum caused by endometriosis. 
Panhysterectomy may or may not be done depending upon the associated 
pelvic lesions. Intestinal resection without oophorectomy is indicated for 
young women with intestinal obstruction caused by a discrete endometrioma 
but whose pelvic organs appear essentially normal and who do not have 
menorrhagia or cystic endometritis. A clinical diagnosis of endometrioma 
causing intestinal obstruction should always be confirmed by biopsy, frozen 
section and pathologic examination in order to definitely exclude cancer. 
The prognosis of endometriosis and intestinal obstruction is excellent. There 
were no deaths in this series. 46 references. 1 table. 9 figures. 
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Survey of Intestinal Obstruction. Conrad J. Baumgartner, Beverly Hills, 
Calif. Arch. Surg. 55:607-13, November 1947. Discusses methods 
of treatment in acute intestinal obstruction on the basis of 1,107 cases 
operated at Los Angeles General Hospital with special reference to 
obstruction due to bands and adhesions, volvulus and strangulated 
external hernia. Measures for improving treatment and reducing mor- 
tality are suggested. 9 references. 2 tables. 

An Unusual Complication of Intestinal Intubation. Addison G. Brenizer, 
Jr. (Major, M.C., A.U.S.), Tilton General Hospital, Fort Dix, N. J. 
New England J. Med. 238:291-92, Feb. 26, 1948. A mercury-weighted 
Miller-Abbott tube spontaneously became tied into a knot in the jejunum 
proximal to an obstructing omental adhesion in a 17 year old male. 
This complication was caused by a flexible tube deformed by storage in 
a tight coil. Intestinal tubes should be stored without coiling, and 
their progress through the intestine followed roentgenographically. 
7 references. 1 figure. 

A Double-Lumened Plastic Tube for Intestinal Intubation. W. H. Honor, 
Wyandotte General Hospital, Wyandotte, and Homer M. Smathers, 
Detroit Receiving Hospital, Detroit, Mich. Arch. Surg. 55:498-504, 
October 1947. 

Surgical Treatment of Irreducible Intussusception in Infants. J. Peyton 
Barnes, Houston, Tex. Surg., Gynec. & Obst. 85:747-50, December 
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Intussusception in Adults. Report of a Case due to Aberrant Pancreas. 
Boardman Marsh Bosworth, Bronxville, and Hymen Donald Stein, 
New York, N. Y. Am. J. Surg. 74:801-804, December 1947. 

Congenital Duodenal Obstruction (Intrinsic Obstruction). Clifford D. Ben- 
son, and Grover C. Penberthy, Detroit, Mich. Arch. Surg. 56:58-64, 
January 1948. 

Case of Strangulated Diaphragmatic Hernia. R. P. Shields. Brit. M. J. 
4525:495, Sept. 27, 1947. 

Effect of Intestinal Gases Upon Balloons of Intestinal Decompression Tubes. 
Meyer O. Cantor, Everett R. Phelps and Robert H. Esling, Detroit, 
Mich. Am. J. Surg. 75:441-52, March 1948. 


34. Anus 


TATTOOING WITH MERCURY SULFIDE FOR INTRACTABLE 
ANAL PRURITUS. 


Robert Turell, New York, N. Y. Surgery 23:63-74, January 1948. 


An analysis is presented of 93 patients treated by tattooing with mer- 
cury sulfide over a four year period for intractable anal pruritus. They 
were adequately followed-up afterwards for from six months to four years. 
These patients had all received various previous treatments without benefit. 
A group of 53 patients had had regional itching for ten years or more and 
showed moderate to severe local cutaneous changes characteristic of ad- 
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vanced chronic anal pruritus. In this series, 38 patients had good and 15 
satisfactory results, the itching usually stopping immediately after the tat- 
tooing and the skin becoming normal or practically so in three or four 
weeks. Ten of these patients ‘had had anal pruritus for more than twenty- 
five years with marked cutaneous changes. These patients were also greatly 
improved psychologically. 

Details of the tattooing technic are described. A reciprocating pneu- 
matic tattooing pistol was devised which made 2,000 strokes per minute and 
accomplished the work faster than the ordinary instrument. Before tattoo- 
ing is done, a general survey of the patient is made and a patch test for 
mercurial sensitivity done, using a 2 per cent ammoniated mercury oint- 
ment. Mercury or its derivatives should not be used on positive reactors. 
Anorectal or colonic lesions and redundant perianal skin are eliminated. 
Estrogenic therapy is given women who develop this condition about the 
time of the menopause. Tattooing is done if the hormonal therapy is in- 
effective. Anorectal or colonic inflammatory or infectious disease contrain- 
dicates tattooing. This should not be done in the presence of open wounds 
as mercury sulfide getting into subcutaneous tissues forms the soluble and 
toxic mercury proteinate. 

These studies showed that tattooing with mercury sulfide is effective 
treatment for cases of both chronic anal and vulval pruritus with charac- 
teristic changes and without anorectocolonic lesions. This treatment has 
been ineffective in most cases of both anal and vulval pruritus without 
cutaneous changes. These should be given a trial with tattooing however 
before more drastic treatment is used. Psychic factors are hard to evaluate 
in this condition and unexpectedly good results are sometimes obtained in 
psychoneurotic patients. 9 references. 4 tables. 12 figures. 
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Leiomyoma Within the Substance of the Sphincter. J. D. Charles and Robert 
McCarty, Milwaukee, Wis. Am. J. Surg. 75:290-91, February 1948. 

Primary Postoperative Hemostatic Prophylactic Dressing in Anorectal 
Surgery. Marion C. Pruitt, Atlanta, Ga. Am. J. Surg. 75:292-95, 
February 1948. 


35. Liver and Biliary Tract 


THE INNERVATION AT THE COMMON BILE DUCT-DUODENAL 
JUNCTION FROM A SURGICAL POINT OF VIEW. 


Curt Franksson, mepetome Sjukhuset, Stockholm, Sweden. Acta chir. 
Scandinav. 96:163-77, Fase. 2, 1947. 


The paper is concerned with a detailed study of the innervation at the 
common bile duct-duodenal junction, with the object of providing an anato- 
mic basis for surgical operations in this region. 

The study was made on postmortem cases which did not show morbid 
changes within the area examined. The course of the nerves was studied 
macroscopically and microscopically. 

Nervi choledochi et pancreatici:—From the part of the celiac plexus 
lying between the aorta and inferior vena cava, a group of nerve fibers pro- 
ceeds toward the right. They are usually divided into three main trunks. 
This group is termed by several authors (such as Latarjet and Alexander) 
plexus hepaticus posterior (dorsalis). These nerves pass dorsal to the 
portal vein. They reach the caudal part of the foramen epiploicum (Wins- 
lowi) and run there in a ventral direction. The thickest branches join the 
cystic and hepatic ducts, reaching, the gallbladder and liver, respectively. 
Two to three finer branches, about 1 mm. in thickness, brane h off in a du- 
odenal direction and join the common bile duct. They also send some off- 
shoots to the pancreas which moreover receives nerves from the celiac 
plexus along its vessels, 

The nerves that join the common bile duct approach the latter from 
the dorsal side, giving off small branches to it, and are gradually merged 
completely in its wall. Sometimes one finds a nerve-branch running through 
the pancreatic head and reaching the common bile duct near the duodenum. 
Macroscopically, the nerves could be followed to about 14% cm. from the 
place where the common bile duct pierces the duodenal wall; with a prepara- 
tion microscope for 1 or 2 cm. further. They are finally merged completely 
in the common bile duct wall. The nerve fibers have been followed further 
towards the tip of the duodenal papilla with the aid of a microscope and 
serial sections. In the sections we find that the nerves become finer the 
nearer they approach the tip of the papilla. Here and there ganglion cells 
adjoin them. The entire papillary area was sectioned and nerves, though 
very fine ones, were found right out to its extremity. They are distributed 
in all layers of the wall. 

Under the microscope, a few fine nerves which, after passing along the 
pancreatic duct, reach the papillary area, can also be observed. Through 
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these nerve fibers and the pancreatic nerves, there is a slender communica- 
tion between the papillary area and the celiac plexus. 

Nervi duodeni:—From the celiac plexus there winds around celiac 
artery-hepatic artery, a nerve plexus (plexus hepaticus ant. (ventralis) ac- 
cording to Alexander and others) which, at the triangle formed by right 
gastric artery—common bile duct—duodenum, sends three to four nerve 
branches towards the dorsal side of the duodenum. These nerves anastomose 
with the direct vagus branch to the porta hepatis. The duodenum is sup- 
plied with nerves from the celiac plexus also along the blood vessels (a. 
pancreaticoduodenalis and a. gastroepiploica dx.). 

Nervus pyloricus:—About 2 em. below the diaphragma, n. vagus sin. 
(the anterior vagus trunk according to McCrea) gives off a branch which 
through the lesser omentum, passes towards the porta hepatis. A minor 
part of this branch bends off towards the pyloric area (4), where it ramifies 
supplying the uppermost part of the duodenum (5), the pylorus and the 
adjacent part of the prepyloric area (4). The nerve fibers to the said part 
(4) could be followed for about 3 cm. towards the cardia, where they meet 
the nerves coming from the upper end of the stomach. No actual communi- 
cation between them has been observed, but they overlap in distribution. 

Anastomoses:—Near the junction of the cystic and hepatic ducts, there 
are some fine anastomoses between the comon bile duct nerves and the 
nerve fibers winding round the hepatic artery (they correspond to Alexan- 
der’s anastomoses between plexus hepaticus ant. and post.). 

The prepyloric area (canalis ventriculi) is known to have a powerful 
motor apparatus and is considered to play an important part in the empty- 
ing of the stomach. Its acid production, on the other hand, is of minor im- 
portance. 

The impulses through the pyloric nerve are consequently important 
for the emptying of the stomach, whereas they are believed to have less 
effect on the production of acid. 

A thoracal vagotomy completely cuts off the vagus supply to the stom- 
ach. In the case of an abdominal vagotomy the vagus branch to the porta 
hepatis, and thus also the pyloric nerve, can be preserved. In the latter 
case the acid production of the stomach may perhaps be reduced, but the 
motility in canalis part—essential for the emptying of the stomach—will 
be retained. 

The foregoing description shows that the papillary region of the com- 
mon bile duct is innervated in two different ways, by pancreatic nerves 
(nervi pancreatici) and by common bile duct nerves (nervi choledochi). 

The communication with the pancreas is extremely slender and under 
normal conditions seems to be of little importance. If, however, the other 
nerve communications to the papillary region are destroyed, it is conceiv- 
able that the communication with the pancreas might assume greater im- 
portance. To attack it surgically seems nevertheless to be out of the ques- 
tion at present. 

The common bile duct nerves are certainly the normal channel for 
the transmission of impulses to the papillary region. As showed above, they 








+O QUARTERLY REVIEW OF SURGERY 





are rather scattered at the periphery. They are most closely concentrated 
after they have passed the portal vein at the caudal part of the foramen 
epiploicum (Winslowi). 

For denervation of the papilla duodeni (Vateri), it is proposed that 
the common bile duct nerves should be exposed and resected at the caudal 
part of the foramen epiploicum ( Winslowi). 

The duodenum must be mobilized at the part corresponding to the 
common bile duct area. The common bile duct is retracted to the left and 
the peritoneum is divided along the caudal part of the foramen epiploicum 
(Winslowi). Any subserous fat is removed. The thick nerve trunks from 
the celiac plexus (plexus hepaticus dorsalis) as well as the common bile 
duct nerves are then exposed. 

The main branch of the dorsal hepatic plexus, situated nearest the 
duodenum, is resected, as well as all the common bile duct nerves. The 
resection is made as close as possible to the celiac plexus and the common 
bile duct. 13 references. 13 figures. 

Author’s abstract. 

(In this article there is described the anatomy of the nerves going from 
the celiac plexus to the pancreas, stomach, duodenum, and bile ducts. I do 
not believe that there is anything that has not previously been described. 
However, there is one point which should be made that is pertinent to the 
entire problem; that is, the vagus nerve itself goes into the celiac ganglion 
and all nerves coming from the celiac ganglion to innervate the structures 
named in this article conceivably could have fibers both of sympathetic and 
vagus origin. That is, if vagus fibers come into the celiac plexus, one or 
more fibers may go out in every trunk therefrom. Consequently, he bases 
all of his anatomic dissection on the pathways taken by common nerve trunks. 

The descriptions are accurate and correspond to the results obtained by 
others in the literature and to the few animals and men that we have dissected 
in this laboratory. Another point is that when he talks of denervation of the 
papilla of Vater and other areas of the biliary tract, he describes the post- 
ganglionic denervation. The denervation in the sense that one does a Smith- 
wick sympathectomy would be to remove both celiac ganglia and also the 
sympathetic ganglia in the paravertebral region. This would, of course, 
apply to the sympathetic system whereas it is never possible in this area to 
do a postganglionic section of the vagus fibers since the vagal ganglia lie 
within the organs concerned. The vagys section would be preganglionic 
section.—H.P.R. ) 
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The Thymol Turbidity Test as a Measure of Liver Disease. With Special 
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36. Pancreas 


ACUTE PANCREATITIS. A STATISTICAL REVIEW OF 307 
ESTABLISHED CASES OF ACUTE PANCREATITIS. 


John R. Paxton and J. Howard Payne, University of Southern Cali- 
fornia School of Medicine and the Los Angeles County General Hospital, 
Los Angeles, Calif. Surg., Gynec. & Obst. 86:69-75, January 1948. 


An established diagnosis of acute pancreatitis was made in 307 patients 
admitted to the Los Angeles County General Hospital during the period 
between 1933 and 1946. A critical study of these patients was made in an 
attempt to improve our diagnostic accuracy and to determine the proper 
treatment of acute pancreatitis. 

Acute pancreatitis can affect all age groups, but the majority were found 
in the third decade of life. The disease was more common in women than 
in men. One-fourth of the patients experienced the initial pain immediately 
after the ingestion of a heavy meal. The role of alcoholism in the patho- 
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genesis of acute pancreatitis is impressive but not completely understood. 
Sixty-one per cent of the 307 patients had had previous attacks. 

The three predominating symptoms in the acute phase of the disease 
are: (A) pain; (B) nausea; (C) vomiting. The pain was epigastric in 
origin and radiated to the back or flanks in the majority of the patients. 

From the clinical standpoint, the disease falls into one of five groups. 
In Group I is seen the textbook description of acute pancreatitis. Group I] 
simulates acute cholecystitis. Group III imitates mechanical small intes- 
tinal obstruction. Group IV resembles acute alcoholism with acute gastri- 

Group V comprises those patients who, on admission, have a mass either 
in the epigastrium or the left upper quadrant. Approximately three to four 
weeks prior to admission, they had acute pancreatitis. 

Attention is called to several interesting associated symptoms. Hemor- 
rhagic areas of ulceration in the bowel mucosa are described for the first 
time. Two hundred and thirty-seven cases (78 per cent) had no clinical 
evidence of shock. 

Forty per cent had some associated biliary tract disease, but 38 per 
cent had no associated pathology. Acute pancreatitis can be diagnosed by 
the symptoms and findings, but we depend upon the laboratory for con- 
firmation. The various laboratory aids are: (1) elevated blood and urinary 
diastatic activity; (2) depressed blood calcium; (3) roentgenogram of the 
abdomen; (4) changes in the electrocardiogram; (5) ele vated b heed sugar: 
(6) sugar in the urine. 

The treatment of choice in uncomplicated acute pancreatitis is not 
surgical. The objective of the treatment is to place the pancreas at rest by 
the following methods: (1) continuous gastrointestinal suction; (2) ade- 
quate parenteral fluids; (3) regular use of morphine; (4) large doses of 
atropine. 

In the 204 patients treated as above, there were 40 deaths—a 21.3 
per cent mortality. In the 103 patients operated upon, there were 46 
deaths—a 44.7 per cent mortality. 47 references. 7 tables. 1 figure. 


J. H. Payne. 
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37. Spleen 
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spleen removed. It showed multiple hemangiomata. 10 references. 
1 figure. 
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38. Genitourinary Surgery 


CARCINOMA OF THE URETHRA IN THE FEMALE. 


Magnus Seng and Moses Siminovitch, Royal Victoria Hospital, Mon- 


treal, Que., Canada. Canad. M. A. J. 58:29-33, January 1948. 


Primary malignant change in the urethra of both sexes is not common. 
It is, however, noticeably more frequent in the female than in the male. 
During a period of nearly thirty years, the records of the Royal Victoria 
Hospital show an incidence of primary urethral malignancy, in the male 
of 1 in 5,499 male admissions; in the female of ] in 1,191 female ad- 
missions. The distinctly greater incidence in the female may possibly be due 
to the greater liability to more constant exposure to chronic irritation and 
the trauma of cohabition and childbearing. Six cases of primary carcinoma 
of the urethra in the female from the records of the Royal Victoria Hospital 
from January 1917 to July 1946 are reported. The first case was reported 
by Boivin and Hughes in 1833. Walther in 1943 stated that more than 275 
cases were on record. 

Carcinoma of the urethra in the female is infrequently encountered. 
but is not unusually rare. The disease usually occurs after the menopause. 
and is commonest in the sixth decade. It is commoner in married than in 
single women. 

The etiology is not known, but many believe that chronic irritation 
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and inflammation must play some part in this disease. Any definite rela- 
tionship between caruncle and carcinoma of the urethra seems improbable. 
Three types of carcinomata are encountered; the epithelioma or squamous 
cell carcinoma, the commonest; the malignant papilloma, close to the blad- 
der; the adenocarcinoma, which arises from the periurethral glands or from 
Skene’s glands. 

Carcinoma of the urethra grows by extension up to the bladder and to 
the vulva and vagina. Early metastases may be found in the inguinal nodes, 
and later elsewhere in the body. There are no characteristic symptoms of 
carcinoma of the urethra. The symptoms are due to size of the mass, local 
infection, or urethral obstruction. The differential diagnosis includes urethral 
caruncle, and urethral prolapse. The prognosis in carcinoma of the urethra 
is poor. The treatment resolves itself into two problems, the local urethral 
lesion, and the inguinal adenopathy. The inguinal adenopathy is best treated 
surgically. Some authors claim that the best results are obtained with radium 
and roentgenotherapy locally, to the urethral lesions. Others recommend 
complete extirpation of the local lesion if possible. Radiation may produce 
an eschar which is more painful than the original lesion. We prefer thermo- 
coagulation, two-thirds of the length of the urethra can be treated in this 
way with out endangering the sphincter. All agree, however, that the local 
lesions must be destroyed in some manner, and the nodes should be dis- 
sected away. 

Six cases are reported of primary carcinoma of the urethra in 7,147 
female admissions between the years 1917 and July 1946. That is 1 in 
1,191. The oldest patient was 74, and the youngest 39. The average was 
63 years of age. Complaints in order of frequency were: increased urinary 
frequency; difficulty in voiding; complete retention; urethral discharge; 
painful micturition; hematuria urethral pain. Only 1 patient complained 
of a palpable urethral mass. Average duration of symptoms was two to 
four months. All showed a more or less hard fixed, tumor at the urethral 
meatus. Some had extension to the adjacent vaginal wall, and toward the 
bladder, but in no case was the bladder actually involved. Only 2 cases 
had inguinal adenopathy. Results on the whole were poor. Only 1 case was 
alive after five years and she is not free of the disease. 

Primary carcinoma of the urethra in the female is not rare, and yet is 
not common. It is definitely more common than in the male. Diagnosis is 
usually made late, possibly because there are no characteristic symptoms. 
Early diagnosis can only be made by taking a biopsy of all growths about 
the urethral orifice regardless of their benign appearance. Treatment is 
usually palliative. The immediate problem of retention was usually treated 
by permanent suprapubic drainage. Excision and coagulation of the local 
growth produced the longest periods of freedom from evidence of disease. 
Roentgenotherapy should be given a real trial in the earlier cases in con- 
junction with excision and electrocoagulation. Regular follow-up with 
periodic examination and coagulation of recurrences seems to have given 
the most encouraging results in our brief series. 18 references. 3 figures. 

Author’s abstract. 
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References to Current Articles 


Carcinoma of the Prostate. Total Perineal Prostatectomy. Fletcher H. Colby, 
Massachusetts General Hospital, Boston, Mass. 27:1307-11, October 
1947. Operation was done on 34 cases in fifteen years; 26 were proved 
cancer. Of 14 patients operated upon more than five years ago, 35 
per cent are living and apparently free from cancer. 6 references. 
1 table. 

Some Aspects of the Surgical Pathology of the Testes. Norman Wyndham, 
Sydney, Australia. Australian & New Zealand J. Surg. 17:47-58, 
July, 1947. Discusses the present knowledge of testicular descent and 
the pathology of cryptorchidism; also testicular tumors and changes 
in hormone production resulting from some of them. 46 references. 
7 figures. 

Ureteral Splints. Sylvester B. Kelley, Massachusetts General Hospital, 
Boston, Mass. S. Clin. North America 27:1312-20, October 1947. 
Describes the method of ureteroplasty used in 43 cases with special 
reference to the use of ureteral splints; such splints may be used in 
intubated ureterotomies. In other types of plastic operations on the 
ureter, they increase the danger of infection. 4 references. 3 figures. 

Recto-Urethral Fistula. Report of a Case. R. K. Magee (R.C.A.M.C.). 
Lancet 1:140, Jan. 24, 1948. In examination, a recto-urethral fistula 
was found, the appearance, size and position of which indicated a con- 
genital connection between the urinary and intestinal tracts. It could 
probably be excised after preliminary colostomy. 2 figures. 

Surgery of the Prostate Gland. Joseph = Birdsall, Graduate and Presby- 
terian Hospitals, Philadelphia, Pa. S. Clin. North America 27:1518- 
40, December 1947. Surgical management of benign hypertrophy, 
malignancy, calculi, and abscess of the prostate is discussed. 

Prophylactic Heparinization in a Case of Pyonephrosis Complicated by Rh- 
Negative Hemolytic Anemia. H. G. Cummine and M. S. S. Earlam, 
Royal Prince Alfred Hospital, Sydney, Australia. Australian & New 
Zealand J. Surg. 17:59-62, July 1947. In a woman patient in whom 
nephrectomy was done for hydronephrosis, hemolytic anemia developed 
owing to Rh factor incompatibility; heparinization to prevent throm- 
bosis was carried out under careful control by coagulation time deter- 
minations. 2 references. 1 figure. 

A Clinical and Pathological Anatomical Study of Tumours of the Kidney 
in Children, Based on a Series of 18 Cases. Eino E. Vuori, Institute 
of Pathological Anatomy of the Helsinki University, Helsinki, Finland. 
Acta chir. ‘Scandinav. 95:555-77, Fase. 6, June 1947. 

Malignant Testicular Neoplasms in Infancy. Report of a Case with Six- 
Year Survival. Adolph Meltzer and Bernard Bloom, Beth Israel Hos- 
pital, Boston, Mass. New England J. Med. 237:513-15, Oct. 2, 1947. 
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39. Gynecologic Surgery 


ELECTIVE INDICATION FOR HYSTERECTOMY IN BENIGN 
PROCESSES. BASIS FOR PREFERENCE FOR THE PAN-HYSTEREC- 
TOMY IS GIVEN. (Jndicagdo eletiva da histerectomia nos processos be- 
nignos. Em que se embasa a nossa simpatia atual pela pan-histerectomia. ). 


Alicio Peltier de Queiroz, University of Bahia, Bahia, Brazil. An. bra- 
sil. de ginec. 25:17-32, January 1948. 


The benign conditions for which election must be made between total 
and subtotal hysterectomies are, according to the author, myomas, certain 
adenomas, residual cicatricial conditions and the persistent bleeding in 
older patients with metropathia of endometriosis. The author has increased 
the proportion of total hysterectomies as against the subtotal to 50 per cent. 
He hopes to increase this percentage to an even greater amount and gives 
as his reason for his preference the greater ultimate benefits to be expected 
from this operation for his patients and the greater ease and safety reached 
by the technic of Wiart. Lahey’s method of decortization of the cervix is 
rejected as even more radical and dangerous than total hysterectomy itself. 

The author also recommends the training of young assistants in the 
technic of total hysterectomy. 

(One of the most important indications for hysterectomy due to a 
benign process is, of course, uterine prolapse. Here in the editor’s opinion, 
a vaginal hysterectomy is the operation of choice, and in this technic total 
removal of the uterus is done.—Eb.) 


OVARIAN CONSERVATION DURING SURGERY. WITH REFER- 
ENCE TO BILATERAL DERMOIDS AND ENDOMETRIOSIS. 


Alexander A. Levi, Boston, Mass. New England J. Med. 238:83-85, 
Jan. 15, 1948. 


Four cases in which both ovaries were not removed, although the 
tissues were pathologic, are presented. In 2 cases there were bilateral 
ovarian dermoid cysts, and in both, dime-sized parts of tissue were pre- 
served. One of these patients later delivered 3 normal children. In 2 other 
cases there was endometriosis, with endometrial implants and involvement 
of both ovaries. Only one ovary was removed in each patient. Both patients 
later delivered healthy infants, following which they had regular and pain- 
less periods. 

A large number of other cases have been treated by similar conserva- 
tive methods, with gratifying results. If radical surgery had been employed, 
the patients would have lost the power to become pregnant, would have 
suffered sudden surgical menopause, and they might have had difficulty in 
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their domestic welfare. Ovarian tissue should be spared if possible, 
especially in young women. 9 references. 

(This is a welcome paper and it is hoped that more papers stressing 
conservatism in removing ovarian tissue will be forthcoming. The wide- 
spread sacrifices of ovaries and tubes going on in this country can be alle- 
viated only by persistent propaganda of which the above report is an 
excellent example.—Eb. ) 


References to Current Articles 

Malignant Lesions of the Uterus Associated with Estrogen-Producing 
Ovarian Tumors. Report of Two Cases. Elizabeth Mussey, Malcolm B. 
Dockerty and James C. Masson, Mayo Clinic, Rochester, Minn. Proc. 
Staff Meet., Mayo Clin. 23:63-70, Feb. 4, 1948. 

A Report of Endometriosis. G. S. Olmstead, Grace Hospital, Detroit, Mich. 
Grace Hosp. Bull. 26:69-75, January 1948. 

The Syndrome of Ovarian Pain and Insufficiency. The Importance of Con- 
serving Ovarian Tissue. George P. Heckel, University of Rochester 
School of Medicine and Dentistry, Rochester, N. Y. Surg., Gynec. & 
Obst. 86:260-72, March 1948. 

Bartholin Cyst. A Simple Method for Its Restoration to Function. Joshua 
William Davies, New York, N. Y. Surg., Gynec. & Obst. 86:329-31, 
March 1948. 

Primary Carcinoma of Bartholin’s Gland. Robert J. Crossen, Washington 
University, St. Louis, Mo. Am. J. Surg. 75:597-600, April 1948. 
Results and Causes of Failure of Radiation Therapy in Carcinoma of the 
Cervix. Henry S. Kaplan and Arthur H. Morse, Yale University 
School of Medicine, New Haven, Conn. Surg., Gynec. & Obst. 86: 

332-40, March 1948. 

Creation of a Neo-Vagina by Schubert’s Method (Création d’un néo-vagin 
par la méthode de Schubert). G. Cotte and P. Santy, Paris, France. 
Mém. Acad. de chir. 74:54-57, Nos. 1 & 2, 1948. 


40. Vascular Surgery 


References to Current Articles 


The “Borrowing-Lending” Hemodynamic Phenomenon (Hemometikine- 
sia) and its Therapeutic Application in Peripheral Vascular Disturb- 
ances. Michael E. De Bakey, George Burch, Thorpe Ray and Alton 
Ochsner, Tulane University of Louisiana School of Medicine, New 
Orleans, La. Ann. Surg. 126:850-65, December 1947. Reports 2 
cases showing that sympathetic denervation is in complete conformity 
with the concept of hemometakinesia. Demonstrates the value of this 
procedure in the treatment of peripheral vascular disease. 24 refer- 
ences. 5 figures. 

Raynaud’s Disease. Report of a Case with Late Postoperative Results. 


Alfred W. Adson, Mayo Clinic, Rochester, Minn. Proc. Staff Meet., 
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Mayo Clin. 22:450-52, Oct. 1, 1947. In the case reported transab- 
dominal bilateral lumbar sympathectomy was done in 1925; the symp- 
toms referable to the lower extremities were promptly relieved and 
have not recurred during the years the patient has been under observa- 
tion. 1 figure. 

Neurovascular Syndrome of the Arm Associated with Hypertrophied Sub- 
clavious Muscle. Report of a Case, Including Operative Treatment. 
Eugene E. Cliffton, New Haven, Conn. Arch. Surg. 55:732-42, Decem- 
ber 1947. In the case reported diagnosis of thrombosis of the axillary 
vein was based on the symptoms and signs and venographic study. 
Section of the subclavious muscle was done to relieve pressure with 
resulting relief of symptoms. 39 references. 4 figures. 

Modern Approaches in the Surgery of Peripheral Circulation (Directives 
actuelles de la chirurgie de la circulation périphérique). R. dos San- 
tos, Lisbon, Portugal. Bull. schweiz. Akad. d. med. Wissensch. 3:1-9, 
November 1947. 

Collateral Circulation, Oscillography and Arteriography in Arterio-Venous 
Aneurysm (Circolo collaterale oscillografia ed arteriografia nell’aneu- 
risma artero-venoso). D. Vinditti, Alessandria. Ann. ital. di chir. 24: 
511-29, Fase. 11-12, 1947. 

Two Cases of Affection of the Vascular System Treated by Bilateral Supra- 
renal Medullectomy. David H. Boggild, District and Municipal Hos- 
pital, Ribe, Denmark. Acta chir. Scandinav. 96:317-22, 1948. 


41. Arteries 


THE TREATMENT OF ARTERIAL EMBOLISM. 


Richard Warren, Harvard Medical School, Massachusetts General 
Hospital, Boston, and Veterans Administration Hospital, West Roxbury and 
Robert R. Linton, Harvard Medical School and Massachusetts General Hos- 
pital, Boston, Mass. New England J. Med. 238:421-29, Mar. 25, 1948. 


In an effort to evaluate the results of surgical as opposed to nonsurgical 
treatment of arterial embolism a review of the literature and a study of 172 
arterial emboli occurring in 98 patients at the Massachusetts General Hos- 
pital between 1937 and 1946 were made. 

Of the total emboli 63.9 per cent occurred in major arteries supplying 
the limbs and of these 36.6 per cent lodged in the femoral artery. The source 
of embolism was a thrombus in a fibrillating auricle in 64 patients, a mural 
thrombus on a ventricular myocardial infarct in 15, valve vegetation in sub- 
acute bacterial endocarditis in 7, undetermined in 11. 

The results of no treatment in 38 cases was a limb survival rate of 55.2 
per cent; of conservative treatment in 38 cases (heparin, intermittent venous 
occlusion, paravertebral novocaine block and papaverine) 62.5 per cent; 
and of embolectomy in 21 cases, 85.7 per cent. The total mortality was 
38.7 per cent, the surgically treated patients showing a rate of 28.6 per cent. 

It is concluded that whereas conservative measures available are valu- 
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able adjuncts to surgery, embolectomy remains the treatment of choice in 
peripheral artery embolism. The one major exception to this is popliteal 
artery embolism where the size of the artery and its deep situation may 
render embolectomy a damaging procedure. 48 references. 8 tables. 2 
figures. 

Author’s abstract. 


SOME OBSERVATIONS ON THE EARLY MANAGEMENT OF 
GUNSHOT WOUNDS OF THE ARTERIES. 


Douglas Leslie, Royal Australasian College of Surgeons. Australian 


& New Zealand J. Surg. 17:163-71, January 1948. 


The management of gunshot wounds of the larger arteries is discussed 
from the point of view of the field surgeon, who sees all cases, including 
those who die or lose their limbs and do not reach a vascular center. 

There is definite evidence that widespread arterial spasm occurs after 
gunshot injury as after other types of injury, and that this interferes with 
the distal circ ‘ulation. This spasm can sometimes be relieved by local treat- 
ment of the vascular injury. Many of the patients with vascular i injury are 
in shock and require general treatment. Blood transfusion is often indicated, 
but if possible it should be withheld until the bleeding point can be con- 
trolled, otherwise severe hemorrhage may occur. 

In cases of injury to the large limb vessels, when the bleeding vessel 
is seen in the wound or during excision of the wound, the artery is ligated 
above and below the lesion and if the arterial lesion is incomplete, such 
as a lateral opening in the artery, the blood vessel is divided between the 
ligatures. Collateral spasm is relieved by this procedure. The author has 
never used suture or temporary anastomosis by metal tubes in the primary 
operation in the field, as under war conditions adequate postoperative care 
cannot usually be provided. In cases in which there is a relatively small 
wound near the course of a large blood vessel with signs of impairment 
of the distal circulation of the limb, some surgeons advocate conservative 
treatment. In the author’s experience, however, he has found that the treat- 
ment that gives the best results in such cases is excision of the wound, de- 
compression of muscular compartments by wide incision of deep fascial 
layers, and exposure of the vessel; if the vessel is contused or lacerated, 
proximal and distal ligature and division are indicated. This procedure is 
the only one that improves the distal circulation. In cases of small external 
wounds near a large vessel, but with normal distal circulation, the nature 
of the wound itself determines the treatment. If it is very small and there 
is no evidence of tension underneath the deep fascia, it may safely be let 
alone. If an intact vessel is found traversing an infected wound, draining 
the wound and leaving the vessel alone is satisfactory with the use of peni- 
cillin. 

If the main artery of a limb is damaged, the fate of the limb depends 
upon the condition of the collateral circulation. Early and adequate treat- 
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ment of the injured blood vessel and the evacuation of any hematoma that 
may be present are the best measures for assisting the collateral circulation. 
The aflected limb should be cooled, to reduce its metabolic needs, but the 
remainder of the body should be warmed to promote vasodilatation. 

In gunshot wounds of the calf with hematoma formation, the approach 
of Fiolle and Delmas has been employed to expose the posterior tibial 
artery; it is better, however, to use a downward extension of their mid- 
popliteal incision to expose the popliteal artery. With this approach, proxi- 
mal control of the popliteal artery, good exposure for the discovery of a 
bleeding point, and decompression of the muscular compartments are ob- 
tained. In the hand, a hematoma requires decompression; and the bleeding 
point should be identified through properly placed incisions. In bleeding 
wounds of the buttock, a local exposure to drain the gluteal muscle mass 
is necessary; if the bleeding point cannot be found, a temporary pack may 
be placed in the wound, and ligation of the internal iliac artery done. This 
is the only condition in which ligation at a distance for the control of hemor- 
rhage is advisable. 17 references. 


ACTION OF TETRAETHYL AMMONIUM BROMIDE. 
A. M. Boyd, G. R. Crawshaw, A. Hall Ratcliffe and R. P. Jepson, 


University of Manchester and Manchester Royal Infirmary, Manchester, 
England. Lancet 1:15-18, Jan. 3, 1948. 


Reports a study of the effect of the intravenous injection of tetra-ethy]- 
ammonium bromide (400 to 500 mg.) on 50 subjects, 25 of whom had 
neither vascular disease nor hypertension; 15 had obliterative vascular dis- 
ease with or without hypertension, and 10 vasospastic episodes (chiefly 
Raynaud’s disease), with severe hypertension in 1 case. In 47 of these 50 
cases, the injection caused a fall in blood pressure which was maximal in 
about two minutes with a gradual return to normal in the following ten or 
twenty minutes. The fall in blood pressure was greater in those with high 
blood pressure. In 1 normal and 1 vasospastic subject the blood pressure 
remained unchanged. In many of these cases the intravenous injection of 
0.3 Gm. pentothal at a later date caused a greater degree of hypotension. 
This indicates that tetra-ethyl-ammonium bromide has no advantages over 
the barbiturates as a prognostic index in the selection of patients for 
sympathectomy for hypertension. The pulse rate rose proportionately to 
the fall in blood pressure after the injection of tetra-ethyl-ammonium bro- 
mide, reaching a maximum in one minute and returning to normal in five to 
twenty minutes. A moderate dilatation of the pupils occurred in some 
cases, lasting twenty to thirty minutes and causing some visual disturbances. 

Skin temperature was determined with the thermocouple from the fin- 
gers and toes. In 3 cases full vasodilatation was obtained—2 normal pa- 
tients and ] with Raynaud’s disease. Some vasodilatation (rise of 3 to 4 C.) 
was obtained in another 20 per cent of the normal and vasospastic cases. 
An occasional slight rise in temperature was recorded in the obliterative 
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group. There was no rise in temperature in limbs already sympathectomized 
after the injection of tetra-ethyl-ammonium bromide. In cases in which 
the skin temperature rose, there was a correlated rise in skin resistance, 
which lasted somewhat longer. In 1 patient with obliterative vascular dis- 
ease in whom there was no rise of skin temperature following injection of 
tetra-ethyl-ammonium bromide, later procaine block of the paravertebral 
sympathetic ganglia showed a prolonged and pronounced response and 
lumber sympathectomy gave good results. From the findings in these cases, 
the authors conclude that tetra-ethyl-ammonium bromide is not of value as 
a prognostic test for peripheral vascular response to sympathectomy and 
cannot be used for this purpose as a substitute for local nerve block or 
paravertebral block, as has recently been claimed by some investigators. 
8 references. 3 figures (graphs). 


References to Current Articles 


Control of Arterial Hemorrhage by a Gelatin Sponge “Cuff” and Chromic 
Surgical Gut Sheath. A New Experimental Method. Hilger Perry 
Jenkins, Edward Senz, Howard Owen and Robert Jampolis, University 
of Chicago School of Medicine, Chicago, Ill. Arch. Surg. 55:637-40, 
December 1947. In animals a cuff of gelatin sponge wrapped around 
the wounded artery, supported by a sheath of chromic surgical catgut 
proved effective in controlling hemorrhage and restoring blood flow. 
Possible use of this method in emergency treatment of arterial wounds 
and to prevent blowouts after arterial suture is suggested. 19 refer- 
ences. 5 figures. 

Case of Spontaneous Rupture of the Subclavian Artery. Erling Schroeder, 
Copenhagen County Hospital, Gentofte, Denmark. Acta chir. Scandi- 
nav. 95:17-26, January 1947. In the case reported pain and swelling 
in the right shoulder followed lifting a box above the head; the patient 
died six hours after admission to the hospital and autopsy showed rup- 
ture of the right subclavian artery and an abnormal fragility of the 
blood vessels, ‘both arteries and veins. 6 references. 

Segmental Compression of Iliac Artery by a Metastatic Malignant Lesion. 
Report of a Case. Edgar V. Allen, Joseph Hyde Pratt and Gershom 
J. Thompson, Mayo Clinic, Rochester, Minn. Proc. Staff Meet., Mayo 
Clin. 22:525-26, Nov. 12, 1947. 

Surgical Treatment of Arthritis of the Lower Extremity (Le traitement 
chirurgical des artérites du membre inférieurs). Jean Govaerts and M. 
Van der Ghinst, Brussels, Belgium. Acta chir. belg. No. 3, 286-313. 
April 1947. 
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42. Veins 


DISASTERS FOLLOWING THE OPERATION OF LIGATION AND 
RETROGRADE INJECTION OF VARICOSE VEINS. 


Josephus C. Luke and G. Gavin Miller, Royal Victoria Hospital and 
McGill University, Montreal, Que., Canada. Ann. Surg. 127:426-31. 
March 1948. 


The authors are concerned with the increasing number of disasters 
following this generally accepted method of treating varicose veins. These 
disasters can be segregated into two groups: (1) those the result of mis- 
takes at time of operation in the way of errors in surgical technic; (2) 
those the result of femoral vein thrombosis subsequent to operation and 
the injection of sclerosing solutions. Abnormalities in the anatomy of the 
saphenofemoral area and inexperience in the performance of the operation 
are the main factors in the first group. They report 3 cases in the first group 
2 of whom had a ligation and retrograde injection of the femoral artery 
with consequent loss of the leg, and the third died subsequent to severe 
hemorrhage following tearing of the saphenofemoral junction. 

The majority of disasters follow a thrombosis of the femoral and iliac 
veins subsequent to the operation. Four fatalities are reported in this 
group from pulmonary embolus and 16 others who had either nonfatal em- 
boli or thrombophlebitis of the deep leg veins. 


The authors state that they do not wish to discredit this operation 
which they believe is still the best in the surgical therapy of varicose veins. 
However, certain points are emphasized to make this operation safer. The 
operation should only be used so that active ambulation can be carried 
out immediately after operation, also so that active foot movements can 
be carried out on the table immediately the sclerosing fluid is injected. 
Not more than 5 cc. of any of the commonly used sclerosing fluids should 
be used in each leg. 


In support of their contentions, the authors quote 756 operations 
carried out for varicose veins in the outpatient operating room under the 
conditions above mentioned. One death occurred following hemorrhage as 
above reported, 1 case developed a mild femoral phlebitis, no emboli or 
other complications were encountered. 

Author’s abstract. 


References to Current Articles 
Treatment of Varicose Veins. Possible Danger of Injection of Sclerosing 
Fluids. A. M. Boyd and D. J. Robertson, St. Bartholomew’s Hospital. 
Brit. M. J. 4524:452-54, Sept. 20, 1947. 
Treatment of Varicose Ulcer, William M. Cooper, New York Polyclinic 
Medical School and Hospital, New York, N. Y. Am. J. Surg. 75:475- 
83, March 1948. 


New Test in Diagnosis and Surgical Treatment of Varicose Veins. Two 
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Hundred Vein Ligations Evaluated. John G. Slevin, Grace Hospital, 
Detroit, Mich. Am. J. Surg. 75:469-74, March 1948. 

The Use of Sodium Tetradecyl Sulfate in the Sclerosing Treatment of 
Varicose Veins. An Experimental and Clinical Study. James A. Ding- 
wall, David T. W. Lin and James A. Lyon, New York Hospital and 
Cornell University Medical College, New York, N. Y. Surgery 23:599- 
601, March 1948. 

Intravenous Clotting. An Analysis of Five Hundred Cases Observed in 
Army Personnel at the Vascular Centers. LeRoy J. Kleinsasser, Dallas, 


Tex. Surgery 23:687-721, April 1948. 


+3. Orthopedic Surgery 


References to Current Articles 

The Course of Rheumatoid Arthritis in Patients Receiving Simple Medical 
and Orthopedic Measures. Charles L. Short and Walter Bauer, Massa- 
chusetts General Hospital, Harvard Medical School and Massachusetts 
Department of Public Health, Boston, Mass. New England J. Med. 
238:142-48, Jan. 29, 1948. Two hundred and fifty unselected patients 
with rheumatoid arthritis who received simple medical and orthopedic 
treatment were observed for an average of ten years. Over 50 per 
cent showed definite improvement and 15 per cent were in remission. 
35 references. 12 tables. 

Hard Dorsal Post-Traumatic Edema of the Hand. Clarence A. Luckey, 
Stockton, and Henry D. Moon, San Francisco, Calif. Plast. & Recon- 
struct. Surg. 2:563-68, November 1947. 

Homografts in Orthopaedic Surgery. Myron O. Henry, Minneapolis, Minn. 
J. Bone & Joint Surg. 30A:70-76, January 1948. 

Hypermobile Flat-Foot With Short Tendo Achillis. Robert I. Harris (Col., 
M.C., R.C.A.) and Thomas Beath (Major, M.C., R.C.A.). J. Bone & 
Joint Surg. 30A:116-40, January 1948. 

Internal Contact Splint. G. W. N. Eggers, University of Texas School of 
Medicine, Galveston, Tex. J. Nos & Joint Surg. 30A:40-48, January 
1948. 

Thumb Abduction Splint. J. W. Littler (Major, M. C., A.U.S.) and W. J. 
Tobin (Major, M. C., A.U.S.), Cushing General Hospital, Framing- 
ham, Mass. J. Bone & Joint Surg. 30A: 2A0. January 1948. 

Painful Heels in Children. E. S. R. Hughes, Wingfield Morris Orthopaedic 
Hospital, Oxford, England. Surg., Obst. & ‘Gynec. 86:64-8, January 
1948. 

A Contribution to the Subject of Primitive Tuberculosis of the Muscle (Con- 
tributo alla conoscenza della tubercolosi muscolare gong * Leon- 
ardo Gui, Milan, Italy. Arch. di ortoped. 59:280-96, Fasc. 3, 1946. 

Study of the Vascular Circulation of the Hip in Presentation in the First. 
Second and Third Positions According to Lorenz (Studio del circolo 
sanguigno dell’anca fetale nell’atteggiamento 1°. 2" e 3° posizione 
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secondo pac. Lorenz). N. Franceschelli, Milan, Italy. Arch. di or- 
toped. 59:257-61, Fasc. 3, 1946. 

Treatment of Congenital Club Foot with Tendon Transplants (Sul tratta- 
mento del piede equinovaro congenito con i trapianti tendinei). Leo 
Bertola, Torino, Italy. Arch. di ortoped. 59:243-47, Fasc. 3, 1946. 

Two Cases of Acquired, Macroscopic but not Microscopic, Muscular Hyper- 
trophy (Hypertrophy sui generis?—Hyperplasia?) [Due casi di iper- 
trofia muscolare acquisita macroscopica ma non microscopica. (Iper- 
trofia sui generis? sia?) |. Ferdinando Sciacca, Docente, Italy. 
Ann. ital. di chir. 23:365-88, Fase. 10-12, 1946. 

Differentiation of the Fascia of the Thenar Eminence into the Serous Bursa 
with Metaplasia (Differenziazione della fascia dell’eminenza thenar 
in borsa sierosa con metaplasia). Faustino Mor, Genoa, Italy. Arch. 
ital. chir. 69:367-79, Fase. 5, 1947. 

Operative Correction of an Extreme Posttraumatic Deformation of the In- 
step (Correction opératoire d'une déformation extréme posttraumatique 
du cou-de-pied). Jean Verbrugge, Anvers, Belgium. Acta chir. belg. 
No. 2, 123-32, February 1947. 

Trauma to the Region of the Bursa Anserina. Charles J. Sutro (Lt. Col., 
M.C., A.U.S.), Fort Riley, Kans. Am. J. Surg. 75:489-92, March 
1948. 

Bursitis Under Fibular Collateral Ligament. Anthony F. DePalma, Phila- 
delphia, Pa. Ann. Surg. 127:564-68, March 1948. 





44. Fractures 


INDICATIONS AND TECHNIC IN THE TREATMENT OF FRAC- 
TURE OF THE HUMERUS ASSOCIATED WITH PARALYSIS OF THE 
RADIAL NERVE (J/ndicazioni e tecnica nella cura delle fratture dell’omero 
con paralisi del nervo radiale). 


Leonardo Gui, The V. Putti Orthopedic Center for Mutilation Injuries, 
Bologna, Italy. Chir. d. org. di Movimento 31:107-21, May-June 1947. 


Fourteen patients with more or less comminuted fracture of the hum- 
erus and radial paralysis are reported. The paralysis was due either to 
interruption of the nerve trunk or its inclusion in scar tissue without actual 
interruption. In all cases loose fragments of the humerus were removed 
and the humerus thus deliberately shortened. The nerve ends, or if unin- 
terrupted, the nerve trunk itself, were dissected free (neurolysis) and united 
end to end. The field of operation was exposed through an extensive in- 
cision (Gosset) following the trajectory of the radial nerve and sectioning 
the lateral attachment of the triceps muscle. After the repair had been ac- 
complished the sectioned head of the triceps was inserted between the 
hone repair and the nerve suture so as to separate the two areas. Drainage 
was used where indicated. 

Both neurolyses were successful, however, in one there was also an 
interruption of the musculocutaneous nerve which was sutured; here the 
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time was too short for definite judgment as to results, nevertheless there 
was already evidence that this nerve was going to regain its functioning. 
There was also a case of interruption of the median and ulnar nerves, 
the suture of which was still uncertain as to results. One patient was 
operated upon too recently for definite results to be apparent. Of the 
remaining 10 patients with suture of the interrupted radial nerve, there was 
a total resumption of nerve function in 6 (60 per cent), a partial resump- 
tion in 3 (30 per cent) and no recovery in nerve function in | (10 per 
cent). 

In all these cases the fracture was perfectly consolidated and the 
shortening of the humerus resulted in almost no loss of muscular power. 
The only bad results in some cases were a loss of mobility in the elbow 
joint which however is ascribed to alterations involving the articular com- 
plex (capsule, ligaments, cartilages) rather than to the shortening operation 
itself. 

The indications and methods used in this material followed in gen- 
eral those laid down by Putti and the encouraging results obtained are 
largely ascribed to the early period at which the operation was undertaken 
(within one to four months following injury). The three sutures in which 
there was only partial success were operated respectively five months, 
twelve months and thirteen months after the injury was received. The 1 
unsuccessful case was not operated until seventeen months following injury. 
There should, of course, be efforts made to get rid of the osteomyelitis if 
present before operating, however it is better to operate in the presence of 
infection than to let the period of possible nerve regeneration slip by. 2 ref- 
erences. 10 figures. 


FRACTURES IN GENERAL (Fracturas en general). 


José Castro, Villagrana, Mexico. J. Internat. de chir. 8:571-88, Jan.- 


Feb. 1948. 


During the period while the decalcification of the fragments of bone 
are being sesorbed and the hematoma invaded by young connective tissue 
the enzyme phosphatase, histamine and acetylcholine are present in excess, 
the area is congested and gives a strongly ac id reaction. During this period 
it is useless to increase the ingestion of calcium, attempt to increase the 
blood caleium, give vitamins and endocrine preparations or make implan- 
tations locally of bone fragments. This period lasts perhaps a couple of 
weeks. Later the reaction becomes alkaline and the callus begins to calcify. 
Anything therefore which interferes with any of these processes is apt to 
delay or even prevent consolidation. The fresh fracture should be handled 
as gently as possible so as to lessen the possibility of doing fresh injury to 
the surrounding tissues, the fracture should be carefully reduced and im- 
mobilized as completely as possible for such time as will take into the 
account the possibility of delayed union. When union is assured then the 
subject of functional recovery should be considered. This includes initially 
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active directed movements, and then active free movements. Massage should 
be used sparingly and should never be applied directly over the site of 
the fracture. 22 references. 


References to Current Articles 


Monteggia Fractures. An Analysis of Twenty-Five Consecutive Fresh In- 
juries. Frederick M. Smith, Presbyterian Hospital, New York, N. Y. 
Surg., Gynec. & Obst. 85:630-40, November 1947. Reports 25 cases, 
3 in adults. Closed reduction was done in 16 cases, subsequent opera- 
tion being necessary in 7 cases. Open reduction was the primary 
treatment in 9 cases, 2 with compound fracture. Results in 21 patients 
have been perfect in 13 cases and good in 7 cases. 10 references. 1 
table. 15 figures. 

Ununited Fracture of the Neck of the Femur. Causes of Failure of Internal 
Fixation and Treatment. Irwin E. Siris and John H. Mulholland, New 
York University College of Medicine and Bellevue Hospital, New York, 
N. Y. Am. J. Surg. 74:535-53, November 1947. 

Internal Fixation of Fractures. Louis H. Edmunds, Mason Clinic, Seattle, 
Wash. West. J. Surg. 55:162-66, March 1947. 

The High Geometric Osteotomy with Rotation and Bone Graft, for Ununited 
Fractures of the Neck of the Femur. A Preliminary Report. James A. 
Dickson, Cleveland, O. J. Bone & Joint Surg. 29:1005-18, October 
1947. 

Intramedullary Onlay Grafts for Defects Resulting from Shattering Frac- 
tures. Frank G. Murphy (Lt. Col., M.C., A.U.S.). J. Bone & Joint 
Surg. 29:1068-74, October 1947. 

Hip Nailing Board. Homer H. Stryker, Burgess Hospital, Kalamazoo, Mich. 
Am. J. Surg. 74:897-98, December 1947. 

Fracture Report for 1946. H. Herman Young, Mayo Clinic, Rochester, 
Minn. Proc. Staff Meet., Mayo Clin. 2:573-74, Dec. 10, 1947. One 
thousand, three hundred and fifty patients with fractures were seen in 
the Orthopedic Surgery Section; 703 patients with fresh fractures; 354 
of whom required hospital care and 647 with old fractures, 100 of 
whom were treated at the hospital. 

Slotted Jaw Forceps for Bone-Plating. S. Perry Rogers, El Paso, Tex. 
J. Bone & Joint Surg. 29:1100, October 1947. 

The Use of Internal Fixation in Compound Fractures. Barbara B. Stimson, 
Columbia University, Presbyterian Hospital and Vanderbilt Clinic, 
New York, N. Y. Am. J. Surg. 74:697-704, November 1947. 

Kirschner Wire Traction in Elbow and Upper Arm Injuries. Frederick M. 
Smith, Columbia University, New York, N. Y. Am. J. Surg. 74:770- 
87, November 1947. 

Avulsion Fractures of the Base of the Second Metacarpal. J. D. McInnes, 
Sudbury, Ont., Canada. Canad. M. A. J. 57:379-80, October 1947. 

Spontaneous Fracture of the Humerus Due to Muscle Violence. Howard 
M. Clemmons and George Hammond, Guthrie Clinic, Sayre, Pa. 
Guthrie Clin. Bull. 17:49-50, October 1947. 
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Treatment of Fractures of the Os Calcis by Open Reduction and Internal 
Fixation. Alfred H. Whittaker, Detroit, Mich. Am. J. Surg. 74:687- 
96, November 1947. 


45. Dislocations 
RECURRING DISLOCATIONS OF THE SHOULDER. 


W.E. Gallie and A. B. Le Mesurier, Toronto, Ont., Canada. J. Bone & 
Joint Surg. 30B:9-18, February 1948. 


In a study of about 220 cases of recurrent dislocation of the shoulder, 
it has been found that it occurs chiefly in young men; both shoulders are 
often involved. There were 3 pairs of brothers and 2 pairs of twins in 
this series. The first dislocation is usually an ordinary traumatic disloca- 
tion, or it may result from very slight trauma. In 8 cases it occurred in 
epileptics. In 10 per cent of the cases, the initial dislocation was incom- 
plete, and could be reduced by the patient without difficulty. As dislocation 
recurred, the degree of forward slipping of the humerus increased so that 
reduction was more difficult. Many of the patients had not been previously 
examined by a physician before coming under the author’s observation. 
In such cases the diagnosis could be confirmed by abducting the patient’s 
arm to a right angle, pressing the head of the humerus forward, and the 
elbow backward; the head of the humerus then either dislocates forward 
or rides up on the brim of the glenoid, giving the patient the feeling of 
impending dislocation. 

In some cases of recurrent dislocation in which the original dislocation 
occurred spontaneously or following slight trauma, radiologic examination 
showed some slight abnormalities, such as a flat glenoid without a clear- 
cut anterior margin. But whether the tendency to recurrent dislocation is 
due to congenital defect or to traumatic injury, the cause of the redisloca- 
tion is the loss of the normal obstruction to forward displacement of the head 
of the humerus. The indication for treatment, therefore, is the repair of 
damaged ligaments or the construction of new ligaments. 

The method of treatment for recurrent dislocation of the shoulder 
employed by the authors is one of fascial repair, employing fascia lata. 
For this operation a slightly oblique incision is made, about 5 inches 
long, just above the coracoid process downward and outward. The lower 
border of the subscapularis is exposed by separation of the muscles, and 
the aveolar tissue along this lower border is opened by blunt dissection. 
The biceps and coracobrac hialis are retracted inward and the subscapularis 
upward so that the anterior lip of the glenoid can be palpated, when it is 
found that the capsular ligament and the labium are detached and separated 
from the bone by synovial membrane. The point of a long 3/16 inch drill 
ig pushed through the detached ligaments and tapped into the glenoid at a 
point about 1 inch above its lower border. The drill is pointed backward, 
upward and slightly outward, to a point just below the outer point of the 
spine of the scapula; it is driven through the head of the scapula and on- 
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ward until it reaches the skin just below the scapular spine. The point of 
the drill is then exposed by a small skin incision. A strip of fascia lata 1 
by 10 inches is removed from the thigh, and a knot tied in one end and 
oversewed with fine silk or catgut. The other end of this strip of fascia is 
attached to a strong silk ligature that is passed through the eye of the drill 
in the skin incision. A long artery forceps is passed into the incision and 
opened up so as to enlarge the opening through muscle and fascia for the 
passage of the knot in the end of the fascial strip. The drill is then with- 
drawn through the anterior wound, until the silk ligature and fascia can 
be grasped and pulled until the knot is drawn against the back of the 
neck of the scapula. This attaches the new ligament solidly to the 
scapula. This technic may be varied by splitting the fascial strip be- 
fore pulling it through the neck of the scapula, and passing the narrower 
strip on a fascial needle, through the capsular ligament of the labrum 
and tying the two strips together and oversewing the knot. With 
either technic, the operation is completed by passing the fascia through 
a tunnel in the head of the humerus and a hole in the tip of the cora- 
coid, then splitting the fascia, passing one strip through the biceps and 
tying it to the other strip. The new ligament, thus formed, is drawn 
tight enough to limit external rotation of the shoulder about 25 degrees. 
The skin incisions are closed and a binder applied to hold the arm to 
the side. The patient is kept in bed eight or nine days until the rent 
in the fascia lata heals. The arm is kept in a sling, and the patient 
not allowed to abduct or rotate the arm externally for a month: then arm 
exercises and movements of the shoulder are begun. 

This operation has been done in 175 cases; there was no case of wound 
infection and no deaths. All patients have returned to work and are not 
conscious of any disability, although on careful examination there is a 
slight limitation of external rotation with the elbow at the side and flexed. 
There have been only 7 recurrent dislocations, and 2 of these were due 
to severe trauma that would probably have dislocated a normal shoulder. 
One has been reoperated, the other has showed no further recurrence for 
eight years. In the other 5 cases, the recurrence was due to a technical defect 
in the operation, and should not occur again. In the cases in which a second 
operation was done, it was found that the fascial ligament formed of fascia 
lata was strong and thick, circular in cross section, and histologically nor- 
mal. 3 references. 12 figures. 


References to Current Articles 


The Behavior of Penicillin in Synovial Cavities. G. Blundell Jones, Exeter, 
England. J. Bone & Joint Surg. 30B:106-109, February 1948. In 25 
infected knee joints, intraarticular injection of penicillin is the only 
satisfactory method of using penicillin in joint infections. It persists in 
the joint cavity forty-eight hours after injection unless the effusion is 
being actively absorbed. 6 references. 2 tables. 

Arthrodesis i in Tuberculosis of the Hip Joint. An Analysis of Fifty Cases. 
J. Dobson, Lancashire, England. J. Bone & Joint Surg. 30B:95-105, 
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February 1948. Forty of 50 patients in whom arthrodesis of the hip 
joint was done for tuberculosis have been followed up two years or 
more after operation; 87.5 per cent have full working capacity. There 
was one death. 4 references. 11 tables. 13 figures. 

The Bone Block Method for Recurrent Dislocation of the Shoulder Joint. 
Ivar Palmer and Anders Widén, Stockholm, Sweden. J. Bone & Joint 
Surg. 30B:53-58, February 1948. In 60 cases, there were 4 recur- 
rences, all due to real trauma. In a total of 128 Scandinavian cases, 
there were 8 recurrences. 12 references. 1 table. 7 figures. 

Fracture of the Femoral Shaft Complicated by Hip Dislocation. A Method 
of Treatment. B. R. Wiltberger, C. Leslie Mitchell and Donald W. 
Hedrick, Henry Ford Hospital, “Aor Mich. J. Bone & Joint Surg. 
30A:225-28, January 1948. 

Recurrent ‘Dislocation of the Shoulder Modified Operative Technique. Louis 
H. Edmunds and Theodore Armstrong, Mason Clinic, Seattle, Wash. 
Bull. Mason Clin. 2:4-10, March 1948. 

The Fundamental Pathologic Anatomy and Treatment of Habitual Luxation 
of the Shoulder Joint (/1 fondamento anatomo patologico e la cura della 
lussazione abituale di spalla). Francesco Delitala, Bologna, Italy. 
Chir. d. organi di movimento 31 :299-307, Fase. 6, 1947. 

Some Notes on Pietro Panzeri and Congenital Luxation of the Hip Joint 
(Alcune note su pietro panzeri e la lussazione congenita dell’anca). 
Lorenzo Cappelli, Italy. Chir. d. organi di movimento 31:369-74, 
Fase. 6, 1947. 


46. Bones 


SKIN-MUSCLE TRANSPLANTATIONS IN TREATMENT OF 
CHRONIC OSTEOMYELITIS (Kozhnomyshechnaya plastika pri lechenii 


khronicheskikh osteomielitov). 


B. M. Khromov, The Medical Institute of Astrakhan’, U.S.S.R. Khirur- 
giya No. 11, 164-66, 1947. 


Radical operations on osteomyelitis always result in formation of 
voluminous bone cavities. The latter have been successfully treated by the 
author’s method: 

(1) The purulent fistula is removed by two semicircular incisions 
reaching through the soft tissue to the bone. (2) Using two parallel incisions 
a triangular flap is cut out, its base facing the proximal portion of the 
bone. (3) Radical sequestrotomy is performed; the bone cavity is painted 
with iodine and washed with alcohol. (4) The cavity is filled with the skin- 
muscular flap, from which the epidermis has been removed (the cutis- 
subcutis technic), and the surface scarified by the checker method of 
Dregsted-Wilson-Douglas-Parin. The so perforated flap is invaginated into 
the cavity and attached firmly, with catgut stitches, to the periosteum and 
the surrounding soft tissues. (5) Wound closure is done in several steps: 
(a) the two edges are separated (skin only, but not the hypoderma); (b) 
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scarification is done as before. Edges thus treated permit complete closure 
without stretching; (c) a closed plaster of paris cast is put on for a period 
of four to six weeks. If the discharge is copious a window is made in the 
cast, which is later filled with gypsum. 

Of 20 treated patients 18 left the hospital with wounds completely 
healed and full functioning of the limb. The 10 followed-up cases (one 
or two years) had no relapse; roentgenogram showed no bone cavity. 

[ The use of some type of soft tissue flap for obliteration of osteomyelitic 
cavities is not new. With the use of chemotherapy, more radical measures 
of this type are possible. It has yet to be proved, however, that obliteration 
of the cavity by simultaneous use of soft tissue flaps is superior to adequate 
surgical excision of dead or diseased bone and simple closure of overlying 
soft tissue structures.—H.R.MCC. | 


PLASMA CELL TUMORS OF BONE. 


George Lumb and T. M. Pressor, Westminster Hospital, London, Eng- 
land. J. Bone & Joint Surg. 30B:124-52, February 1948. 


Fifteen cases of plasma cell tumor of bone are reported. In 1 case, 
there was a proved solitary tumor in which Bence-Jones protein was found 
in the urine and death was due to uremia from renal tubular block. The 
diagnosis of solitary tumor was proved by careful examination of the skele- 
ton at autopsy. Neither Bence-Jones proteinuria nor renal tubular block, 
characteristic of multiple myelomatosis, have been previously reported as 
occurring in cases of single myeloma. In another case a solitary tumor was 
present for four years, as showed by repeated roentgen examinations, then 
a gradual spread characteristic of multiple myelomatosis occurred, 

In cases of multiple myelomatosis, treatment can be only palliative. As 
the individual tumors are radiosensitive, irradiation with high voltage roent- 
gen rays or with radium is the only effective palliative treatment. Under 
such treatment the individual tumors treated show regression with areas of 
calcification. Treatment applied to the spine is of special value, as com- 
pression paraplegia may be prevented if the treatment is given before verte- 
bral collapse occurs, or the symptoms alleviated if treatment is given later. 

From a study of the cases reported and a review of the literature it 
is found that any viscus in the body may be involved in the terminal stages 
of myelomatosis, especially the spleen, the liver and lymph nodes. The 
exact nature of the cells involved in plasma cell tumor of bone has not been 
definitely determined. They may arise from a single cell, present either in 
the hone marrow or diffusely in the reticuloendothelial system (the authors 
favor the latter hypothesis); or from different specific bone marrow cells. 
From their study the authors also conclude that the various forms of plasma 
cell tumors are gradations of an essentially similar disease process, rather 
than different conditions; and the spread of the disease is due to its multi- 
focal origin rather than to metastasis from a primary lesion. 65 references. 
] table. 14 figures. 

[ This is an excellent presentation, worthy of detailed study.—1.R.Mcc. | 
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References to Current Articles 


An livestigation, by Experiments on Animals, of the Role Played by the 
Epiphysial Cartilage in Longitudinal Growth. Arvid Hellstadius, 
Stockholm, Sweden. Acta chir. Scandinav. 95:156-66, January 1947. 
In animal experiments it was found that removal of the epiphysial 
cartilages from the end of the ulna did not prevent longitudinal growth 
but did restrict it to some extent. 4 references. 6 figures. 

Cartilage and Chondroitin Sulphate. Il. Chondroitin Sulphate and the 
Physiological Ossification of Cartilage. Bengt Sylvén, Stockholm, 
Sweden. J. Bone & Joint Surg. 29:973-76, October 1947. 

A Case of Glomus Tumor with Primary Involvement of Bone. Raffaele 
Lattes and David C. Bull, Columbia University and Presbyterian Hos- 
pital, New York, N. Y. Ann. Surg. 127:187-91, January 1948. 

Surplus Parts of the Skeleton. A Recommendation for the Excision of 
Certain Portions as a Means of Shortening the Period of Disability 
Following Trauma. Fraser B. Gurd, Montreal General Hospital and 
McGill University, Montreal, Que., Canada. Am. J. Surg. 74:705-20, 
November 1947. 

Bone Grafts. An End-Result Study of the Healing Time. W. A. Bishop, Jr. 
(Lt. Col., M.C., A.U.S.), Richard C. Stauffer (Major, M.C., A.U.S.) 
and Alvin L. Swenton (Capt., M.C., A.U.S.). J. Bone & Joint Surg. 
29:961-72 and 976, October, 1947. 

Three Cases of Osteomyelitis in Children Treated with Penicillin. Hans 
Tonnesen and Borge Faber, County Hospital, Nestved, Denmark. Acta 
chir. Scandinav. 95:96-100, January 1947. 

Tuberculosis of the Great Trochanter. Barry McMurray, David Lewis North- 
ern Hospital, Liverpool, England. Brit. M. J. 4525:492-94, Sept. 
27, 1947. 

Osteoid-Osteoma. A Case Report. James W. Miller and Theodore M. 
Armstrong, Virginia Mason Hospital, Seattle, Wash. Bull. Mason 
Clin. 1:131-36, December 1947. 

The Effect of Roentgen Irradiation on Epiphyseal Growth. II. Experimental 
Studies upon the Dog. John A. Reidy, James R. Lingley, Edward A. 
Gall and Joseph S. Barr, Boston, Mass. J. Bone & Joint Surg. 29:853- 
73, October 1947. 


47. Joints 


RESULTS OF PUTTV’S PARA-ARTICULAR ARTHRODESIS IN 
TUBERCULOSIS OF THE KNEE JOINT (Sui risultati dellartrodesi 


paraarticolare secondo Putti nella TBC del ginocchio). 


S. Colombani, Heliotherapeutic Institute of Codivilla-Putti, Cortina 
d’ Ampezzo, Italy. Chir. d. org. di movimento 31:1-28, Jan.-Apr. 1947. 


Sixteen patients with tuberculosis of the knee joint have been operated 
upon by the method—with minor differences—para-articular arthrodesis 
described by Putti in 1933. None of the patients in this material were less 
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than 23 years of age. All but 2 were operated when the acute manifestation 
(swollen, hot knee; fistulas) were or had been brought under control by 
periods of from a few weeks to a couple of years of rest and heliotherapy. 
The 2 cases which were operated upon before the swelling of the joint had 
completely disappeared in the 1 case, and before the fistula was healed in 
the other, were adjudged by roentgenogram as ready for the operation. The 
only unsatisfactory result, however, was experienced in another patient 
whose internal tibial tuberosity has broken down and offered no support 
to assist the graft. The bone transplant was, of course (Putti’s technic), 
always taken from the tibia of the same side, taken as large and strong as 
possible and the periosteum was left on the transplant for the purpose of 
not interfering with the nutritional condition of the outer table of the 
transplant, except in that portion which is inserted into the femoral condyle 
above. 

The para-articular arthrodesis is considered superior to resection in 
those cases where the latter procedure is not necessary to remove diseased 
bone for the following reasons: The biologic reaction of the cancellous 
comprising the under side of the transplant offers a greater impulse to heal- 
ing out of any residual tubercular processes, including those which are too 
extensive to be totally removed by resection, and the para-articular arthro- 
desis does not change the length of the limb. However, even Putti’s method 
will also result in disturbances in direction of growth in children in that 
the posterior portion of the epiphysis will grow faster than the anterior, 
arthrodesed portion. Therefore the author is of the opinion that both meth- 
ods are contraindicated in the growing tibia. 

The author intends to make a later report on a more extensive ma- 
terial, including a report on attempts to extend the indications for para- 
articular arthrodesis. 30 references. 37 figures. 


EVOLUTION OF MOULD ARTHROPLASTY OF THE HIP JOINT. 


VW. N. Smith-Petersen, Boston, Mass. J. Bone & Joint Surg. 30B:59-75, 
February 1948. 


The author reviews the history of his operation for mold arthroplasty 
to the hip joint. For this operation extensive exposure of the hip joint is 
necessary, but as the exposure follows structural planes and respects the 
structures, it does not cause shock. The principle of mold arthroplasty is 
that when the surfaces of the head of the femur and the acetabulum are 
newly shaped, if a mold of some inert material is placed between them, it 
acts as a guide to the repair of the joint, so that when it is removed, it leaves 
the surfaces smooth and congruous, mechanically suited for function. Glass 
and pyrex glass were first used for the molds, but since 1938 vitallium 
molds have been employed. 

Over 500 hip arthroplastic operations have been done by the vitallium 
mold method. In 84 cases of malum coxae senilis (6 bilateral operations ), 
results have been more satisfactory than with arthrodesis; most of these 
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patients lead an active life, although they walk with a limp, but without 
pain. Mold arthroplasty has been done in 78 patients with rheumatoid 
arthritis, with bilateral operations in 49 patients. The range of motion 
has not been as satisfactory in these cases as in malum coxae senilis, but 
the patient’s activities are increased as a rule because pain is relieved, and 
many return to active life. Multiple joint involvement in many cases ac- 
counts for less satisfactory results in this group. In 50 cases of nonunion, 
aseptic necrosis and “dead heads” after fracture of the hip, mold arthro- 
plasty has given very satisfactory results, similar to those obtained in malum 
coxae senilis. The operation was done in 24 cases of old septic hip (with 
8 bilateral operations) ; in 8 cases, there was a postoperative flare-up of the 
original sepsis. In the other cases, the results of the operation were good, 
with a better range of motion than was obtained in rheumatoid arthritis. 
In 40 cases of congenital dislocation of the hip (10 bilateral), results were 
very satisfactory, due in large part to the mesial transplantation of the fe- 
moral head into a new and deep acetabulum. Mold arthroplasty has been 
employed in many other cases representing practically all pathologic con- 
ditions involving the hip joint. 

In 53 cases, secondary revision of the first arthroplasty has been done. 
In some cases, this was done because of calcification of the rectus tendon 
after resuture of the distal tendon to the proximal stump attached to the 
inferior iliac spine. In the later operations, this has been avoided by divid- 
ing the rectus tendon close to the inferior spine and suturing it to the re- 
flected head of the rectus or to the tendon of the gluteus minimus muscle 
at the close of the operation. In some cases revision was done to enlarge 
the acetabulum. In a few cases revision was done because of postoperative 
sepsis. Many patients with rheumatoid arthritis were operated on a second 
time because the range of movement was decreasing; at that time the 
character of the bone was found to be improved even with the limited func- 
tion and movement resulting from the first operation. 

In approximately 500 arthroplasties there have been no deaths; pul- 
monary embolism has occurred in a few cases, but was not fatal. In a 
limited number of cases vein ligation has been done. Postoperative sepsis 
occurred in 20 cases, but in 8 of these it developed several weeks or 
months after operation on an old septic hip, and may be considered a flare- 
up of the old infection. On this basis operative infection occurred in only 
12 cases, and even this incidence can be reduced with the use of chemo- 
therapy. 27 figures. 


References to Current Articles 


Arthrodesis of the Ankle for Foot Deformity. Joseph S. Barr and Eugene 
E. Record, Massachusetts General Hospital, esten Mass. S. Clie. 
North America 27:1281-88, October 1947. Describes the operation 
employed in 9 cases of severe equinovarus deformities. The imme- 
diate results were good in correction of the deformity, with good sta- 
bility but restriction of motion in flexion. End results cannot yet be 
stated. 6 references. 1 table. 
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Principle of Mold Arthroplasty as Applied to the Hip. M. N. Smith-Peter- 
sen, Otto EK. Aufrane and Carroll B. Larson, \vlassachusetts General 
Hospital, Boston, Mass. S. Clin. North America 27:1303-1306, October 
1947. Reports a case of fracture dislocation of the hip in which this 
method was used. 2 figures. 

Bilateral Ankylosis of the Hips Treated by Ostotomy and Arthroplasty. 
Report of a Case. Ralph K. Ghormley and Jackson E. Upshaw, Mayo 
Clinic, Rochester, Minn. Proc. Staff Meet., Mayo Clin. 23:17-22, 
Jan. 7, 1948. 

Chronic Arthritis of the Knee.—Intra-Epiphysial Bone Graft.—Healing.— 
Disappearance of the Hair on the Operated Limb (Arthrite chronique 
du genou.—Greffe osseuse intra-epiphysaire.—Guérison.—Disparition 
des poils sur le membre opéré). Pierre Lombard, Africa. Afrique 
franc. chir. No. 4, 263-64, July-Aug. 1947. 

Concerning Two Rare Lesions of the Menisci Articulari of the Knee (Su 
due rare lesioni dei menischi articolari del ginocchio). Antonio Orru 


Cagliari. Arch. di ortoped. 59:221-36, Fase. 3, 1946. 
48. Tendons 


References to Current Articles 


A Study of Transosseous Tendon Transplantation (Studio sul trapianto 
transosseo dei tendini). Luigi Solerio, Torino, Italy. Arch. di ortoped. 
59:262-72, Fase. 3, 1946. 

Subcutaneous Rupture of the Tendon of Extensor Pollicis Longus (Rupture 
sous-cutanée du tendon du long extensuer du pouce). E. Sorrel, Paris, 
France. Mém. Acad. de chir. 73:693-94, Nos. 33 & 34, 1947. 

Subcutaneous Traumatic Rupture of the Achilles Tendon (Rottura trau- 
matica sottocutanea del tendine d’Achille). Carlo Piana, Milan, Italy. 
Arch. di ortoped. 59:325-30, Fase. 3, 1946. 


49. Amputations 


RESTORATION OF THE THUMB BY TRANSPLANTATION, PLAS.- 
TIC REPAIR AND PROSTHESIS. 


Arthur J. Barsky, New York, N. Y. Surgery 23:227-47, February 
1948. 


Partial loss of the thumb (no more than the distal phalanx) :—In very 
slight loss of the thumb tip, the surgeon must choose between length of 
thumb and preservation of highly specialized sensation in the tip. Replace- 
ment of a loss by a skin graft or. flap from a distant area will not permit 
restoration of fine sensation. Therefore it seems advisable to shorten the 
thumb, using normal palmar skin to cover the distal end. Shortening of the 
finger nail as well may be necessary. 

Restoration of a partial loss of the thumb by transplantation of the 
distal phalanx of a useless index finger has been accomplished. The pa- 
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tient had been shot through the hand. The distal portion of the thumb, the 
metacarpo-phalangeal joint of the index finger, and the flexor and extensor 
tendons were destroyed. However, digital nerves and vessels were intact. 
The index-finger tip was transposed to the thumb stump by making a mid- 
dorsal incision in the index finger and filleting the bone of the proximal 
and middle phalanges. The distal end of the thumb was freshened and 
the index finger tip sutured to it. The extensor tendon of the index finger 
was sutured to the long extensor of the thumb. The proximal portion of 
the index finger served as a tube pedicle. Six weeks later, nerve anastomosis 
on both sides of the thumb was performed, uniting the digital nerve of the 
transferred index finger to the digital nerve at the proximal portion of the 
thumb. Six weeks later, the pedicle of the index finger was severed and 
the flexor profundus tendon of the index finger sutured to the long flexor 
tendon of the thumb in order to stabilize the transplanted finger tip. This 
patient developed a useful thumb with good sensation. 

The operation of Nicoladoni, transplantation of a toe for a finger, is 
evaluated. It is an operation which may be of use in some instances. 

Subtotal losses of the thumb (approximately both phalanges): 
Sometimes these losses require only deepening of the web. A simple Z-plastic 
with transposition of the flap will often suffice. In other cases, phalangization 
of the thumb metacarpal will greatly increase the prehensile function of 
the thumb. It is desirable to deepen the web as much as possible without 
sacrificing muscular attachments. The use of a flap is advised to cover 
the raw area. 

Total losses of the thumb (including all or part of the metacarpal) :—— 
Restoration may be accomplished by prosthesis, by phalangization of the 
metacarpal of the index finger, or by using a skin tube with bony support. 

A simple prosthesis of acrylic resin is fastened to the hand with 
straps (it must have a healthy, stable base) and is used for the index and 
middle fingers to pinch against. Phalangization of the second metacarpal 
requires that it be separated from the third metacarpal, maintaining intact 
the nerves and vessels of the index finger. The raw area between the sec- 
ond and third metacarpals is covered with a skin flap from the abdomen. 
At a second operation, the pedicle of the flap is severed and the second 
metacarpal is disarticulated, migrated to the position of the thumb, and 
rotated so that the index finger can assume the position of opposition. At 
the same time, the second metacarpal may be shortened. 

The third method of restoration is to bild up an immovable post, a 
skin tube with bony support in the position of opposition. An abdominal 
tube pedicle is first prepared. At a second operation, one end of the tube 
is migrated to the thenar eminence. Care is taken to locate the scar of the 
tube pedicle in a neutral position, away from areas of friction and use. 
At a third operation, the abdominal pedicle is divided and at a fourth 
operation bone is implanted. The post must not be too long or it will 
interfere with the closing of the finger, and it must be carefully placed 
in the position of opposition. Various sources of bone grafts were tried— 
tibial bone, straight and angulated; curved iliac bone: and rib bone. The 
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curved iliac graft appears most desirable, since it heals most rapidly. Bone 
grafts are set in place by drilling a hole at the proper site and immobilization 
is maintained by fine stainless steel Kirschner wires driven in under power 
with a very small chuck. A plaster splint is applied for about three weeks, 
followed by an acrylic splint and protector. This immobilizes the graft and 
prevents injury to the skin of the restoration until sensation develops. 26 
references. 52 figures. 
Author’s abstract. 


RECONSTRUCTION OF OPPOSITION DIGITS FOR MUTILATED 
HANDS. 


B. K. Rank and A. R. Wakefield, Melbourne, Australia. Australian 
& New Zealand J. Surg. 17:172-88, January 1948. 


Many wounded hands have no “pinch” function, but this can be re- 
stored if the thenar muscles are present and active in a functioning state. 
For reconstruction of an opposition digit, the operation is done in four 
stages. In the first stage a standard tube pedicle is made in the skin of 
the acromiopectoral region; the skin circumference of the tube is made 
exactly the circumference of the stump to be extended (for the thumb. 
approximately 3 inches); the length of the tubed portion is the length of 
the digital extension. In the second stage, the pedicle is attached to the 
digital stump, using interrupted fine silk sutures with an occasional end on 
mattress stitch. In the third stage, the pedicle is detached from the ab- 
domen. The free end of the pedicle, now on the hand, is sutured without 
tension. The soft tissue extension of the digit is dressed with a light even 
pressure bandage supported by a plaster slab. The fourth stage of the op- 
eration is done only after the free end of the soft-tissue extension is well 
healed. In the fourth stage, cancellous bone from the iliac crest is used 
for the bone graft. One end of the bone graft is shaped as a peg, to be 
dowelled into the stump of the metacarpal or phalanx; and the other end 
is rounded. The bone graft is placed in the core of the pedicle and pegged 
into the bony stump. Free fragments of bone may be used as a supplement 
to augment contour or bulk. The fat and fascial layers are united over the 
graft with buried catgut sutures; the skin is closed with silk. Plaster of 
paris is used to splint the digit in correct position and is not removed for 
about a month. When the plaster is taken off, the sutures are removed. The 
graft is usually firmly anchored. Daily active exercises are begun and 
slowly increased, a protection splint being worn between exercise periods. 

If all digits have been lost, reconstruction is still possible if some 
actively mobile thumb metacarpal bone remains. The same type of recon- 
struction can be used to form one mobile digit in the thumb base and one 
fixed digital extension from the palm. For this procedure the following 
stages are employed: (1) a long abdominal tube pedicle is formed; (2) 
one end of the pedicle is attached to the thumb or finger base; (3) the other 
end of the pedicle is attached to the finger or thumb base to make a soft 
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tissue U loop; (4) the U loop is divided to make separate soft tissue exten- 
sions for the thumb and the finger, of approximate lengths; (5) the bone 
grafts are applied to both digits. Other repair operations indicated for 
treatment of the scar, for tendon, nerve or bone repair can be included in 
the program of operations. 

Ine cancellous bone employed for bone grafts has showed a high degree 
of vitality and early union with other bones. There is a slow extension of 
sensory appreciation to the distal end of the reconstructed digit; the begin- 
ning of sensory appreciation has been demonstrated in some cases even 
before the bone grafting stage of the operation. The degree of hand move- 
ment or function obtained by the reconstruction procedures described is 
much better than an amputation stump or an artificial hand. Eighteen cases 
are tabulated. 2 references. | table. 11 figures. 


References to Current Articles 


Amputations. Harry C. Blair, Portland, Ore. and Harry D. Morris, New 
Orleans, La. West. J. Surg. 56:105-109, February 1948. 

Phalangization of Three Metacarpals after Section of the Five Fingers of 
the Right Hand ( Phalangisation de trois métacarpiens aprés section des 
cing doigts de la main droite). Julia, Paris, France. Mém. Acad. de 
chir. 74:41, Nos. 1 & 2, 1948. 

Amputations on the Extremities in Cases of Freezing and of War Wounds 
(Sulle amputazioni degli arti nei congelamenti e nelle ferite di guerra). 
Giancarlo Peracchia, Merano, Italy. Arch. ital. chir. 69:143-70, Fase. 


2, 1947. 


50. ‘Traumatic Surgery 


References to Current Articles 


Emergency Surgery. A General Summary. R. Arnold Griswold, Louisville, 
Ky. J. A. M. A. 135:823, Nov. 29, 1947. Emphasizes the importance 
of emergency surgery, or the surgery of trauma, in civilian practice. 

The Accident Problem. Edward Press, Chicago, Ill. J. A. M. A. 135:824-27. 
Nov. 29, 1947. Statistics are presented showing the high death rate 
from accidents. Various safety activities are discussed in which phvysi- 
cians should take part. 17 references. 

The Emergency Treatment of the Injured Extremity. Mather Cleveland, 
New York, N. Y. J. A. M. A. 135:820-23, Nov. 29, 1947. Discusses 
the emergency treatment of injuries of the extremities and the value 
or early emergency surgical procedures and resuscitative measures as 
used in the forward echelons in World War II, which are also appli- 
cable in civilian injuries. 4 references. 

Treatment of Skin Avulsion Injuries of the Limbs. Hafdan Schjelderup, 
Park Prewett Hospital, Basingstoke, Hants, England. Acta. chir. Sean- 
dinav. 96:109-22, Fase. 2, 1947. 
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Metabolic Disturbances After Injury. J. Beattie, Bernhard Baron Research 
Laboratories, England. Brit. M. J. 4533:813-17, Nov. 22, 1947. 

Expectoration of Shell Fragment After 29 Years. Neville Oswald. Brit. 
M. J. 4524:455-55, Sept. 20, 1947. 


51. Burns 


References to Current Articles 

Ascorbic Acid, Thiamine, Riboflavin and Nicotinic Acid in Relation to 
Acute Burns in Man. A. C. Lund, S. M. Levenson, R. W. Green, R. 
W. Paige, P. E. Robinson, M. A. Adams, A. H. Macdonald, F. H. L. 
Taylor and R. E. Johnson, Harvard Medical School, Boston, Mass. 
Arch. Surg. 55:557-83, November 1947. Studies on patients with 
burns of various degrees show that large doses of ascorbic acid, thia- 
mine, riboflavin and nicotinamide are needed by severely burned pa- 
tients in addition to a high protein, high carbohydrate diet, yeast, liver 
extract and vitamins A and D. 26 references. 6 tables. 10 figures. 

Observations of Burn Scars Sustained by Atomic Bomb Survivors. A 
Preliminary Study. Melvin A. Block (Capt., M.C., A.U.S.) and Masao 
Tsuzuki, Tokyo, Japan. Am. J. Surg. 75:417-34, March 1948. 

Experimental and Clinical Studies of Reduced Temperatures in Injury and 
Repair in Man. I. Structure and Potentialities of Human Skin in 
Temperature Control and in Defence Against Thermal Trauma. Ham- 
ilton Baxter and Martin A. Entin, Montreal, Que., Canada. Plast. & 
Reconstruct. Surg. 2:569-84, November 1947. 

Modern Concepts in the Treatment of Frostbite, with the Presentation of a 
Case Successfully Treated with Tetra-Ethyl! Ammonium. Thomas W. 
Holmes, Alexander Blain Hospital, Detroit, Mich. Alexander Blain 
Hosp. Bull. 7:12-18, February 1948. 


52. Shock 


References to Current Articles 


Experimental Investigations Anesthetizing Infiltration in the Thoraco-Glomo- 
Carotideus Zone With Reference to the Treatment of Traumatic Shock 
(Graphic-Histologic Study) [/ndagini sperimentali sulla infiltrazione 
anestetica della zona seno-glomo-carotidea quale terapia dello shock 
traumatico (Studio grafico-istologico)| Nicola Del Bello, Pavia, 


Italy. Ann. ital. di. chir. 24:530-57, Fase. 11-12, 1947. 
53. Transfusions 


References to Current Articles 


Various Studies on the Subject of Blood Transfusion and of the Cardio- 
vascular Troubles Encountered in Surgery (Travaux divers sur la trans- 
fusion sanguine et les troubles cardio-vasculaires en chirurgie). A. 


Hustin, Brussels, Belgium. J. internat. de chir. 8:497-570, Jan.-Feb. 
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1948. This is a continuation of the report on the author’s experiences 
on blood and cardiovascular system in surgery. The first part dealt 
with the behavior of the heart rate on the basis of graphs produced 
by means of the cardiotachymeter. 16 references. 53 figures. 

On Injuries of Bone and Bone-Marrow After Intraosseous Injections. An 
Experimental Investigation. Lennart Walldén, Karlskoga County Hos- 
pital. Acta chir. Scandinav. 96:152-62, Fase. 2, 1947. 

The Osseous or Medullary Route in Semiology and Therapeutics (Voie os- 
suese ou médullaire dans la sémiologie et la thérapeutique). A. Lessa. 
Transfusion Service, Public Hospitals, Lisbon, Portugal. Bull. Schweiz. 


Akad. med. Wissen. 3:43-50, November 1947. 
54. Wounds 


See Contents for Related Articles 


55. Military Surgery 


References to Current Articles 


The Field Surgical Unit. J. A. Hillsman, Winnipeg, Man., Canada. Canad. 
M. A. J. 58:61-63, January 1948. 


56. Experimental Surgery 


THE USE OF ISOTOPES IN SURGICAL RESEARCH. 
Francis D. Moore, Harvard Medical School and Massachusetts General 
Hospital, Boston, Mass. Surg., Gynec. & Obst. 86:129-47, February 1948. 


Radioactive and stable isotopes of common biologically important ele- 
ments have for almost ten years been used by surgeons in research on 
physiologic and biologic problems. A limited quantity of radioactive ma- 
terials were available for research in the period of the cyclotron. The chain- 
reacting pile as a source of radioactive substances has made these materials 
readily available for many investigators. 

In the study of the permeability of membranes isotopes make their 
greatest contribution to research. The use of an isotope allows all the 
material under consideration to be placed in one compartment of a system, 
and yet the chemical equilibrium of the system is maintained. Regardless 
of the nature of the body membrane, isotopic technics yield information 
about the relationships between the two sides of the membrane in a way 
that is otherwise unattainable. 

Metabolic pathways can be traced by administering a dose of a radio- 
active element to an animal. If the whole animal is analyzed some hours 
after the dose is given, the distribution found for the radioactive element 
is presumably typical for a like amount of the stable element. Such studies 
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have provided information about the dietary metabolism of calcium, iron, 
iodine, and the physiologically important electrolytes. More complex radio- 
active molecules are becoming available, and the study of complex organic 
substances may be facilitated in the future. 

It is possible, by the use of isotopes, to study the utilization of ele- 
ments or compounds by specific organs. The utilization of radioactive iodine 
by the thyroid is an outstanding example. The autoradiograph is a valuable 
aid in this type of investigation. The autoradiograph is a record on photo- 
eraphic emulsion made by the beta radiation of radioactive isotopes pre- 
viously administered to the subject. By comparing the record with micro- 
scope slides, exact histochemical localization of the isotopes can be deter- 
mined. 

External localization with a Geiger counter of an injected radioactive 
substance has been accomplished. The method is readily applied in the 
case of radioactive iodine which is localized in thyroid tissue, wherever it 
may be. With substances not selectively localized in the body, interpreta- 
tion of results obtained by this method is difficult. 

Complex organic molecules may be labelled in the body by the in- 
corporation of a radioactive isotope in the synthesis of the compound in 
question. There are certain restrictions with this method. The physiologic 
behavior of most of the important compounds of the body, however, may 
be studied by using the radioactive isotopes of the biologically most im- 
portant elements. 

The volumes of body fluid available for the solution of a particular 
ion have been measured by using a tracer for that ion. The tracer is dis- 
solved in the body fluid space in question, mixing is allowed to occur, cor- 
rections are made for excretion, and the final dilution is studied. Technics 
employing radiosodium or radiobromine have been used in the measure- 
ment of the extracellular space. The total body water has been determined 
by the use of deuterium. 

The general principles for setting up a research project using radio- 
active substances are discussed. Hazards and the importance of protective 
measures are emphasized. Various factors in determining the dosage of 
radioactive material for experiments are discussed. There is also a dis- 
cussion of equipment and standards for the measurement of radioactivity. 
In the interpretation of results of experiments with radioactive isotopes it is 
important to correlate measurements of radioactivity and data from chemical 
analyses. 

A method of determining fluid volumes of the body with nonisotopic 
substances is described. Also described are a method for measuring fluid 
volumes by the use of isotopes, and a method for measuring the total quan- 
tity of certain solid body constituents—ions or elements—by the use of 
isotopes. 

The application of such measurements of the total quantity of body 
constituents to problems of surgical nutrition and preoperative and _post- 
operative care may result in a more quantitative concept of the needs of the 
surgical patient. 72 references. 2 tables. 6 figures. 
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57. Miscellaneous 


References to Current Articles 

George J. Heuer’s Contributions and his Place in American Surgery. Wil- 
liam DeWitt Andrus, New York, N. Y. Surgery 23:321-25, March 
1948. 

Twenty-Five Years of a Graduate School of Surgery Founded by George 
J. Heuer. B. Noland Carter, University of Cincinnati and Cincinnati 
General Hospital, Cincinnati, O. Surgery 23:326-26, March 1948. 

Congenital Anomalies. William E. Ladd, Boston, Mass. Surg., Gynec. 
& Obst. 86:247-49, February 1948. 

Surgical Aspects of Hemorrhagic Diseases. Armand J. Quick, Marquette 
University School of Medicine, Milwaukee, Wis. Northwest Med. 
47:186-190, March 1948. 

Anterior or Perineal Pilonidal Cysts. Tom E. Smith, Southwestern Medical 
College, Dallas, Tex. J. A. M. A. 136:973-75, Apr. 10, 1948. 

Ulceration of Wedding-Ring into Phalanx. Bernard J. Freedman, Dulwich 
Hospital, England. Brit. M. J. 4538:1034, Dec. 27, 1947. 

Fifty-Ninth Annual Session of the Southern Surgical Association. J. Harvey 
Johnston, Jr., Jackson, Miss. Surgery 23:722-33, April 1948. 

Bells Toll for Primes. An Inquiry into the Fate of William the Conqueror. 
Frances Tomlinson Gardner, University of California Medical School, 
San Francisco, Calif. Surg., Gynec. & Obst. 86:377-80, March 1948. 

Modifications in the Evolution of Foreign Body Granulomas in Animals 
Treated with Ovarian Preparations (Modificazione nell’evoluzione dei 
granulomi da corpo estraneo in animali trattati con preparati ovarici). 
Rossoni Vittorio, Rome, Italy. Ann. ital. di chir. 24:583-90, Fasc. 11- 
12, 1947. 

Action of Cutaneous Capillaries During Treatment With Artificial Estrogen 
(Stilbenes) (Capillary Microscopy) [Sul comportamento dei capillari 
cutanei durante la terapia stilbenica (ricerche capillaroscopiche) |. 


Giorgio Montanari and Giuseppe Spadea, Rome, Italy. Ann. ital. di 
chir. 24:591-99, Fase. 11-]2, 1947. 


58. Books 


THE HOSPITAL CARE OF NEUROSURGICAL PATIENTS. 


Wallace B. Hamby. Springfield, Ill., Charles C Thomas (2nd ed.) 
1948. Price $3.00. 


The need for a concise handbook in this field is evidenced by the 
appearance of the new edition of this book. It is a well constructed simple 
statement of the problems which arise in dealing with neurosurgical pa- 
tients, written expressly for house officers and nurses. The initial chapter 
dealing with such matters as hospital records, relations of the house officer 
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and his duties, etc., fills a need which every young physician recognizes. 
The remainder of the small volume deals with various aspects of the pre- 
operative and postoperative care of patients suffering from head injury, 
disorders of the cranial nerves, intracranial neoplasms, brain abscess and 
spinal cord lesions. A chapter has been included on prefrontal lobotomy 
with its unique problems. As a rational background for this material, a 
compact review of the bare essentials of the anatomy and physiology of the 
central nervous system is presented in the early chapters. In this way young 
physicians and nurses will be more adequately informed as to the rationale 
of patient care. 

Diagnostic and minor surgical procedures are dealt with in detail in- 
cluding such items as encephalography, cerebral arteriography, tidal drain- 
age of the bladder, the use of hypertonic solutions, ete. Unfortunately the 
technic and manner of carrying out such procedures will vary from hos- 
pital to hospital, but at least the reader will be oriented to the problems. 
The subject matter is dealt with simply and yet adequate specific details are 
included. The book is a most valuable one for any young physician enter- 
ing the field of neurosurgery and should certainly be included in any 
nursing curriculum. 


[From now on, each volume of the QUARTERLY REVIEW OF SURGERY will 


carry a list of the new books and pamphlets of interest to surgeons. Pub- 
lishers and readers are asked to contribute titles which otherwise might 
be missed. | 

1. ANESTHESIA AND ANALGESIA 

Aeter Til Narkose; Undersggelser Over Autoksydation Og Stabilisering. 
F. Reimers. Kgbenhavn, Munksgaard, 1943. 311 p., illus. 

Les Injections Para-Vertébrales Analgésiques Dans Le Traitement Des 
Syndromes Douloureux Epigastriquex D’Allure Continue. Jean Merlen. 
Lille, Sautai, 1939. 141 p., illus. 

Contribution A L’Etude De L’Anesthésie En Temps De Guerre; H6- 
pital D’Evacuation Hépital De Champagne Ameéricains. Madeleine Paraf. 
Paris, Masson, 1945. 27 p., illus. 

De L’Anesthésie Chez Les Blessés Gazés. Jacques Gérard Mare Maurin. 
Bordeaux, Drouillard, 1940. 24 p. 

Letheon: The Cadenced Story of Anesthesia. Chauncey Depew Leake. 
Austin, Univ. of Texas Press, 1947. 128 p. 

Contribution A L’Etude Des Propriétés Therapeutiques De La Novo- 
caine Injectée Par La Voie Intra-Veineuse. Henri Jouault. Paris, Foulon, 
1946. 46 p. 

Les Infiltrations Anesthésiantes: Leurs Applications Au Traitement 
Des Synovites Et Tendinites Chroniques Chez Le Cheval. André Morel. 
Lyon, Impr. des beaux arts, 1946. 58 p. 


3. SURGICAL TECHNIC 
Atlas of Practical Incisions and Some Operative Procedures. Oliver 


Clemence Cox. Baltimore, Williams & Wilkins, 1947. 85 p., illus. 
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Verzameling Doek-en Zwachtelverbanden. J. Lammens. Leuven, Re- 
nova, 1943. 98 p., illus. 

Pansement Avec La Pellicule Cellulosique (A L’Origine Produit De 
Remplacement). Roger Auguste Camille Fesneau. Paris, Arnette, 1945 
45 p. 

1. SURGICAL INFECTIONS 

Antrax Gigante Complicado Con Diabetes Grave. Juan B. Kouri. La 
Habana, “Alfa,” 1938. 7 p., illus. 

Contribution A L’Etude Des Furoncles Et Des Anthrax De La Face; 
Leur Traitement Par Le Bactériophage. Ivan Ilieff. Nancy, André, 1933. 
138 p., illus. 

5. TUMORS 

La Lipomatose Nodulaire Multiple De La Ceinture Et Des Membres. 
Marie Louise H. Paillard. Clermont-Ferrand, Impr. moderne, 1940. 90 
p., illus. 

9. SPINE AND SPINAL CORD 

Contribution A L’Etude Des Abcés Epiduraux De La Colonne Verté- 
brale. Clémence Maximilienne Broye. Lausanne, Impr. vaudoise, 1946. 
108 p., illus. 

1]. SYMPATHETIC NERVOUS SYSTEM 

Résultats Eloignés De La Stellectomie D’Aprés 56 Stellectomies. Emile 
Charles Joseph Marie Forster. Clermont-Ferrand, Impr. moderne, 1940. 
162 p. 

12. HEAD AND NECK 

Anatomia Quirtirgica Del Nervio Facial (Parotidectomia Total Con 
Conservacion Del Nervio Facial). Vincente J. Bertola. Cordoba, Argentina. 
Impr. de la Universidad, 1947. 271 p., illus. 

La Méthode De La Luxation Dans Le Traitement De L’Hypertrophie 
Des Cornets. Georges Bisror. Paris, Le Francois, 1945. 29 p. 

16. THORACIC SURGERY 

Atélectasies Aprés Section De Brides; Atélectasies De Cause Pleurale. 
Jacques Emery. Lyon, Moulin, 1946. 108 p., illus. 

Traitement Chirurgical De La Tuberculose Pulmonaire. Henry Joly. 
Paris, Vigot, 1947. 282 p., illus. 

17. CHEST WALL 

El] Neumotorax Extrapleural. Manuel Tapia. Lisbon, Livraria Luso- 
Espanhola, 1947. 246 p., illus. 

18. PLEURA 

Incidenti Da Pneumotorace Artificiale Terapeutico. Ladislao Bauer. 
Padova, CEDAM, 1937. 19 p. 

19. LUNG 
Le Traitement Des Abcés Du Poumon Par Le Drainage A Minima. 


Rozalia Fisilovici. Paris, Foulon, 1944. 40 p. 
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23. BREAST 
Les Imperfections Mammaires et Leur Correction Thérapeutique. Félix 
Henri Dupraz. Paris, Laboratoire des hormovitamines, 1944. 19 p., illus. 
Un Cas D’Epithélioma Mammaire Spontané Chez La Souris En Lac- 
tation. Jeanne Chaine. Paris, Jouve, 1944. 46 p. 


25. ABDOMINAL SURGERY 


The Early Diagnosis of the Acute Abdomen. Zachary Cope. 9th ed. 
London, Oxford Univ. Press, 1947, i.e. 1946. 262 p., illus. 


28. PERITONEUM 
De La Contracture Pariétale Dans Les Hémorrhagies Intrapéritonéales. 
Marcel Leibovici. Paris, Jouve, 1939. 48 p. 


29. STOMACH & DUODENUM 

L’Ulcera Gastrica E Duodenale Nella Chirurgia Moderna (782 Casi 
Di Interventi Personali). Ettore Oliani. Bologna, Cappelli, 1929. 253 
p., illus. 

Gastrectomia Experimental, Su Aplicacién Humana. Geronimo N. 
Guastavino. Buenos Aires, 1944, i.e. 1946. 338 p., illus. 

La Gastrectomie Pour Ulcére, Estelle Une Opération Bénigne? Jean 
Louis Devaux. Paris, Le Francois, 1945. 73 p. 


31. APPENDIX 


Por Qué Y Cémo Se Mueren Los Enfermos Atacados De Appendicitis? 
Gabriel M. Malda. Mexico, Imprenta franco-mexicana, 1920. 18 p. 

Suppurations A Point De Départ Appendiculaire S’Evacuant Par La 
Trompe. Henri Francois Digabel. Paris, Foulon, 1946. 38 p., illus. 


32. COLON AND RECTUM 
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